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CHAPTER 1
INTRODUCTION
By the time children reach eighth grade, nearly one in four has tried marijuana, a
quarter have been drunk, and one in five has sniffed inhalants. More than half have tried
beer or wine. The number of adolescents receiving substance abuse treatment on any
given day between 1991 and 1996 (when illicit drug use soared among teens in this
country) almost doubled from 44,000 to 77,000 (Mayer, 2001).
Rates of drinking and smoking increase among high school students as they age,
and this remains a serious public health problem (Botvin, 2000). The consequences of
drug abuse are severe on a personal and societal level. For an adolescent, alcohol and
drug abuse weakens motivation, hinders cognitive processes, contributes to debilitating
mood disorders, and increases risk of accidental injury or death (Hawkins, Catalano, &
Miller, 1992). Hawkins et al. (1992) further assert that for the whole society, adolescent
substance abuse causes a high cost in health care, educational failure, mental health
services, drug and alcohol treatment, and juvenile crime.
Added to the immediate personal and societal costs of adolescent drug abuse are
the long-term implications for teens that maintain alcohol and drug abuse into adult life.
Alcohol and other drugs are major factors in lung cancer, coronary heart disease,
acquired immunodeficiency syndrome (AIDS), violent crimes, child abuse and neglect,
and unemployment (Hawkins et al., 1992). These can all cause loss in productivity, loss
of life, destruction of families, and a weakening of bonds that hold the society together.
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Because the prevalence of alcohol and drug use increases with age, prevention programs
should target youth before or during junior high school (Botvin, 2000).
Statement of the Problem
Significant effort has been directed toward identifying effective prevention
programs. The United States General Accounting Office (1997) estimated that the
federal government was spending about $2.4 billion annually on youth drug prevention
programs. Regardless of this tremendous amount of spending, usage increases occur
among those youth who have received more drug education than any group since schoolbased drug education began (Brown, D'Emidio-Caston, & Pollard, 1997).
Despite current knowledge about effective curricula for the prevention of
adolescent substance abuse, a discrepancy commonly exists between this knowledge and
the programs that are being utilized (Dusenbury & Falco, 1995; Mathias, 2000). Merely
identifying effective programs may not be enough to achieve successful implementation.
In response to this need, the U. S. Department of Education utilizes the Safe and DrugFree Schools and Communities Program (SDFSC) to support the reduction of drug,
alcohol and tobacco use, and violence, through school drug and violence prevention,
early intervention, rehabilitation referral, and education in elementary and secondary
schools. In order to meet this mandate, some states require schools to report annual
progress toward safe and drug-free school goals (Iowa Department of Education, 2002a).
Purpose of the Study
The purpose of this study was: (a) to determine the substance abuse prevention
programs generally being employed in districts; (b) to determine if districts are making
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progress toward their reported goals for safe and drug-free schools; (c) to determine if
districts report using assessment data to influence their decisions about program selection
and implementation; (d) to identify any possible differences between the quality of
program used and the occurrence of progress toward district goals; and (e) to identify any
possible differences between the quality of program used and the level of substance use
prevalence reported in a district.
Because of the seriousness of substance abuse consequences and the money spent
on prevention, the federal government has become very interested in determining which
prevention strategies and programs are the most effective. Although substantial progress
has been made in recognizing effective prevention methods, programs that reflect
promising practices are not being widely utilized (Fisher & Harrison, 2000). The
researcher wishes to inspect whether the selection of ineffective programs has any effect
on district goals toward increasing safe and drug free environments.
Research Questions
This study will focus on the examination of the types of programs in place in
school districts, specifically in Iowa, and whether districts are making progress toward
their specified goals with those programs. In particular, the study will investigate
prevention programming with the following questions:
1. What substance abuse prevention programs are being generally employed in
school districts?
2. Are districts making progress toward their identified goals to provide a safe
and drug-free school environment?
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3. What percentage of districts report using assessment data to influence their
decisions about program selection and implementation?
4. Are there identifiable differences between the quality of program used and the
occurrence of progress toward district goals?
5. Are there identifiable differences between the quality of program used and the
level of substance use prevalence within a district?
Overview
After the introduction, the review of literature is presented in Chapter 2. A brief
overview of adolescent substance use prevalence is provided, followed by a discussion of
risk and protective factors. The summary of risk and protective factors is an implication
for prevention research and leads to a description of methods of prevention and audiences
for prevention. The Safe and Drug-Free Schools and Communities legislation is then
explained to provide background knowledge on federal and state efforts at increasing safe
and drug-free school environments. Next, a description of ineffective and effective
programming is provided. Specific programs are addressed, and research is reported to
support or refute the programs' effectiveness. This leads to a critique and summary of
the research, as well as implications for future research.
The methodology of the study is offered in Chapter 3. Chapter 4 provides an
analysis of the data gathered from Safe and Drug Free Schools and Communities Annual
Progress (see Appendix) forms. Chapter 5 provides an interpretation of the results
reported in Chapter 4 and offers implications and recommendations for practice and for
future research.

5

Definition of Terms
Addiction/Dependence: "Compulsion to use alcohol or other drugs regardless of
negative or adverse consequences" (Fisher & Harrison, 2000, p. 15).
Adolescence: Youth ages 12-18.
Illicit drugs: Marijuana, LSD, other hallucinogens, crack, other cocaine, heroin,
other narcotics, amphetamines, barbiturates, tranquilizers not under a doctor's orders.
Intoxication: "State of being under the influence of alcohol or other drugs so that
thinking, feeling, and/or behavior are affected" (Fisher & Harrison, 2000, p. 16).
Substance abuse: "The continued use of alcohol and/or other drugs in spite of
adverse consequences in one or more areas of an individual's life" (Fisher & Harrison,
2000, p. 16).
Substance misuse: "When a person experiences negative consequences from the
use of alcohol and other drugs" (Fisher & Harrison, 2000, p. 85).
Substance use: "The ingestion of alcohol or other drugs without the experience of
any negative consequences" (Fisher & Harrison, 2000, p. 85).
Tolerance: "Requirement for increasing doses or quantities of alcohol or other
drugs in order to create the same effect as was obtained from the original dose.
Tolerance results from the physical or psychological adaptations of the individual"
(Fisher & Harrison, 2000, p. 16).
Withdrawal: "Physical and psychological effects that occur when a drugdependent individual discontinues alcohol or other drug use" (Fisher & Harrison, 2000, p.
16).

6

CHAPTER2
REVIEW OF LITERATURE
The review of the literature provides information on adolescent substance abuse
school-based prevention. The review is organized in the following sections: (a)
prevalence, (b) risk and protective factors, (c) methods of prevention, (d) audiences for
prevention, (e) Safe and Drug-Free Schools and Communities, (f) ineffective versus
effective programming, (g) critique ofresearch, (h) summary ofresearch, and (i)
implications for future research.
Prevalence
Monitoring the Future Study
In the Monitoring the Future Study by the U.S. Department of Health and Human
Services in 1999, 24%,of 8th graders, 40% of 10th graders, and 51 % of lih graders
reported drinking alcohol within the past month (Johnston, O'Malley, & Bachman,
1999). Fifteen percent of 8th graders, 26% of 10th graders, and 31 % of 12th graders
reported engaging in binge drinking (i.e., having five or more drinks in a row) at least
once during the two weeks before the survey was conducted. Twenty-two percent of 8th
graders said they had tried marijuana, and 49% of 12th graders said they had done so.
Seventeen percent, one in every six, 8th graders had tried some illicit drug other than
marijuana (excluding inhalants). By

lih

grade, 29% had tried some illicit drug other

than marijuana. Information from three tables of survey results from the Monitoring the
Future Study was combined to create Table 1. See Table 1 for an organized summary of
trends in substance use among

gt\ 10t\

and 12th graders in 1998.
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Table 1

Trends in Substance Use Among 81\ 101\ and 1ih Graders in 1998

Substance

Ever used

Used past year

Used past month

Any illicit drug
8th grade
10 th grade
12 th grade

29.0
44.9
54.1

21.0
35.0
41.4

12.1
21.5
25.6

Any illicit drug
other than marijuana
8th grade
10th grade
12th grade

16.9
23.6
29.4

11.0
16.6
20.2

5.5
8.6
10.7

Marijuana
8th grade
10th grade
12th grade

22.2
39.6
49.1

16.9
31.1
37.5

9.7
18.7
22.8

Inhalants
8th grade
10th grade
12th grade

20.5
18.3
15.2

11.1
8.0
6.2

4.8
2.9
2.3

Hallucinogens
8th grade
10th grade
12th grade

4.9
9.8
14.1

3.4
6.9
9.0

1.4
3.2
3.8

MDMA (Ecstacy)
8th grade
10th grade
12th grade

2.7
5.1
5.8

1.8
3.3
3.6

0.9
1.3
1.5

4.6
7.2
9.3

3.1
4.7
5.7

1.4
2.1
2.4

Cocaine
8th grade
10th grade
12th grade

(table continues)
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Substance

Ever used

Used past year

Used past month

Crack
8th grade
10th grade
12th grade

3.2
3.9
4.4

2.1
2.5
2.5

0.9
1.1
1.0

8th grade
10th grade
12th grade

2.3
2.3
2.0

1.3
1.4
1.0

0.6
0.7
0.5

Amphetamines
8th grade
10 th grade
12th grade

11.3
16.0
16.4

7.2
10.7
10.1

3.3
5.1
4.6

Been drunk
8th grade
10th grade
12th grade

24.8
46.7
62.4

17.9
38.3
52.0

8.4
21.1
32.9

Cigarettes
8th grade
10th grade
12th grade

45.7
57.7
65.3

not reported
not reported
not reported

19.1
27.6
35.1

Smokeless tobacco
8th grade
10th grade
12th grade

15.0
22.7
26.2

not reported
not reported
not reported

4.8
7.5
8.8

2.3
2.0
2.7

1.2
1.2
1.7

0.5
0.6
1.1

Heroin

Steroids
8th grade
10th grade
12th grade

Note. Entries are percentages. From Johnston et al., 1999.
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Iowa Youth Survey
The Iowa Youth Survey conducted in 1999 and 2002 by the Iowa Consortium for
Substance Abuse Research and Evaluation was a joint funding effort with the Iowa
Department of Public Health's Division of Health Promotion, Prevention, and Addictive
Behaviors; Iowa Department of Education; Governor's Alliance on Substance Abuse;
Iowa Department of Human Rights; Criminal and Juvenile Justice Planning and
Statistical Analysis Center; and The Higher Plain, Inc. (Iowa Consortium for Substance
Abuse Research and Evaluation, 2003). Funds were obtained through the Federal
Department of Education in order to assist schools in identifying youth developmentrelated needs, develop relevant programs, and assess the outcomes of those programs.
Students across the state oflowa (n

= 85,426) in the 6th, gt\ and 11 th grades

answered questions abouMheir attitudes and experiences about substance abuse and
violence and their perceptions of peer, family, school, and community environments
(Iowa Consortium for Substance Abuse Research and Evaluation, 2003). See Table 2 for
a summary of trends in substance use among 6th, 8th, and 11 th graders in Iowa in 1999.
Risk and Protective Factors
Prevention and intervention programs should address adolescent developmental
themes and guide professionals in choosing appropriate treatment methods. Within a
developmental context, many risk and protective factors play an important role in
adolescent substance abuse. Because there is a disparity between groups of adolescents
in regard to age of entry into stages of the developmental sequence of substance use,
speed of progression, and extent of progression into many stages of the sequence, the
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Table 2
1

th

1

Trends in Substance Use Among 6 \ 8 \ and 11 Graders in Iowa in 1999

Substance

Ever used

Currently uses

Any drug use
6th grade
8th grade
11 th grade

6
17
38

3
8
19

Amphetamines
6th grade
8th grade
11 th grade

1
3
9

0
2
4

6th grade
8th grade
11 th grade

1
2
7

0
1
3

Inhalants
6th grade
8th grade
11 th grade

4
9
11

2
3
3

Marijuana
6th grade
8th grade
11 th grade

2
11
35

1
6
17

Methamphetamines
6th grade
8th grade
11 th grade

1
2
6

0
1
3

1
2
3

0
1
2

Cocaine

Steroids
6th grade
8th grade
11 th grade

(table continues)
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Substance

Ever used

Currently uses

Any other illegal
drug use
6th grade
8th grade
11 th grade

1
3
9

0
2
4

Any alcohol
6th grade
8th grade
11 th grade

20
43
75

7
22
49

Any tobacco
6th grade
8th grade
11 th grade

9
28
57

4
15
38

Cigarettes
6th grade
8th grade
11 th grade

8
27
54

3
13
33

Not reported
Not reported
Not reported

1
4
13

2
9
23

1
3
10

Cigars
6th grade
8th grade
11 th grade
Smokeless tobacco
6th grade
8th grade
11 th grade

Note. Entries are percentages. From Iowa Consortium for Substance Abuse Research and
Evaluation, 2003.

identification of risk factors may provide a better understanding of the role of substance
use in adolescent development (Bukstein, 1995).
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Adolescent substance abuse risk factors are defined in the literature as, "Any
individual attribute or characteristic, situational condition or environmental context that
increases the probability of substance use or abuse or a transition in the level of use or
involvement with substances" (Clayton, Leukefeld, Donohew, Bardo, & Harrington,
1995, p. 7). So, risk factors can be conceived of as antecedents to drug and alcohol
use/abuse. Conversely, Clayton et al. (1995) describe protective factors as individual
attributes, characteristics, situational conditions, or environmental contexts that inhibit,
reduce, or buffer the probability of drug abuse.
The more risk factors evident in an adolescent's life, the higher the chances that
he/she will use substances (Bukstein, 1995; Hawkins et al., 1992; Pandina, 1996; Thomas
& Schandler, 1996). This is known as the multiple-risk-factor model; the ratio of the
number of risk factors to the number of protective factors can provide a good indication
of whether an adolescent is at risk for future substance abuse problems (Pandina, 1996).
Risk-focused approaches look for ways to prevent drug abuse by eliminating or reducing
its antecedents and increasing protective factors. Present knowledge about risk factors
for drug abuse does not provide a prescription for prevention, but it does point to possible
targets for preventive intervention (Hawkins et al., 1992).
Risk factors for adolescent substance abuse can be classified into one of three
categories: biological, psychological, and sociocultural. Hawkins et al. (1992) and
Pandina (1996) used such a scheme, and their findings are summarized in Table 3.
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Table 3
Organization ofRisk/Protective Factors

Classes of factors

Factors

Biological

Genetic profile
Sensory processing disturbances
Neurocognitive alterations
Personal history of affective disorders
Family history of alcoholism, drug abuse
Family history of impulse disorders
Family history of affective disorders and emotional disturbance
Personality styles (e.g., sensation seeking, novelty seeking, harm
avoidance, reinforcement sensitivity)
Emotional profile
Self-regulation style (e.g., coping repertoire)
Behavioral competence
Self-efficacy/self-esteem
Positive and negative life events/experiences
Attitudes, values, beliefs regarding drug use
Age of onset of drug use
Commitment to school
Academic failure/success
School failure/success
Structure/function of family supports
Parenting styles
Opportunities for development of basic competencies
Peer affiliations
Economic, social, and educational opportunities
General social support structure
Availability of prosocial activities in relevant socialenvironmental structures
Strength and influence of the faith community
Social norms, attitudes, and beliefs related to drugs
Availability and projected attractiveness of drugs and drug use

Psychological

Sociocultural

Economic and social incentives of drug trafficking
Laws
Neighborhood disorganization
Note. From Hawkins et al., 1992, and Pandina, 1996.
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Biological Factors
Biological factors include developmental and genetic factors that may increase or
decrease an adolescent's susceptibility to substance abuse (Hawkins et al., 1992).
Considerable research has displayed a relationship between family history of substance
use (especially alcohol) and substance use in following generations. Besides the genetic
transmission of a propensity to alcoholism in males, family drug using behavior and
parental attitudes toward children's drug use are directly related to the risk of alcohol and
other drug abuse (Hawkins et al., 1992).
Parental and sibling alcoholism and illegal drug use increase the risk of
alcoholism and drug abuse in children (Hawkins et al., 1992). Parental drug use is linked
to initiation of use by adolescents (Kandel, Kessler, & Margulies, 1978) and with
frequency ofmarijuana,use (J. S. Brook, D. W. Brook, Gordon, Whiteman, & Cohen,
1990). Comparable findings have been reported for adolescent drinking habits. Parental
use of marijuana was associated with adolescents' use of other illicit drugs, such as
cocaine and barbiturates (Hawkins et al., 1992).
Longitudinal and cross-sectional studies conducted by Brook et al. (1990)
revealed nondrug use and emotional stability in fathers enhanced the effect of other
protective factors, for instance, peer nonuse of drugs. In addition, psychological stability
in mothers offset the effects of risk factors, such as peer drug use.
Psychological Factors
Psychological risk factors include the cognitive, emotional, and moral
development of the adolescent (Hawkins et al., 1992). Particular characteristics of
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individuals are associated with a greater risk of adolescent drug abuse. Sensation seeking
and low harm avoidance predict early-onset alcoholism. Poor impulse control in
childhood predicts frequent marijuana use at age 18 (Shedler & Block, 1990). Alienation
from the dominant values of society, low religiosity, and rebelliousness have also been
shown to be positively related to drug use (Hawkins et al., 1992).
A longitudinal study of 5-year-olds followed into adulthood (Lerner & Vicary,
1984) found that children portrayed by withdrawal responses to new stimuli, biological
irregularity, slow adaptability to change, frequent negative mood expressions, and high
intensity of positive and negative expressions of affect more often became regular users
of alcohol, tobacco, and marijuana in adulthood than "easy" children, who were
characterized by greater adaptability and positive affect early in life. Likewise, Shedler
and Block (1990) reported frequent marijuana users at age 18 were described in
childhood as "emotionally distressed" (as cited in Hawkins et al., 1992, p. 83). Children
who were irritable, easily distractible, experienced temper tantrums, fought often with
siblings, and engaged in predelinquent behavior were at a greater risk to use drugs in their
teen years (Brook et al., 1990).
When considering academic failure as a psychological risk/protective factor,
discrepancies in results were evident. In a national probability sample, high intelligence,
as assessed by the Armed Forces Qualifying Test, was associated with higher lifetime
levels of cocaine use among young adults age 19-26 (Kandel & Davies, 1991). Similarly,
in an African-American inner-city sample, higher scores on reading readiness and IQ
tests in first grade predicted earlier and more frequent use of alcohol in adolescence
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(Fleming, Kellam, & Brown, 1982). In contrast, other studies have identified school
failure as a predictor of adolescent drug abuse (Clayton et al., 1995). Poor school
performance has been found to predict frequency and levels of illegal drug use (Hawkins
et al., 1992). Holmberg (1985), in a longitudinal study of 15-year-olds, stated that
truancy, placement in a special class, and early drop out from school were predictive
factors for drug abuse. Furthermore, exceptional performance in school reduced the
possibility of frequent drug use among a ninth-grade sample studied by Hundleby and
Mercer (1987).
Sociocultural Factors
Sociocultural risk factors for adolescent substance abuse include family, peer, and
community influence. The prevalence of drug abuse can be connected with changes in
cultural norms, in the legal definitions of particular behaviors, and in economic factors.
Studies observing the relationship of minimum drinking age and adolescent drinking and
driving have commonly shown that lowering the drinking age increases teen drinking and
driving and teen traffic fatalities; raising it decreases teens driving while intoxicated
(DWis) and deaths. Neighborhoods with high population density, lack of natural
surveillance of public places, high residential mobility, physical deterioration, low levels
of attachment to neighborhood, and high rates of adult crime also have high rates of
juvenile crime and illegal drug trafficking (Hawkins et al., 1992).
Poor and inconsistent family management practices are also cited as a
sociocultural risk/protective factor (Hawkins et al., 1992). A lack of maternal
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involvement in activities with children, lack of (or inconsistent) parental discipline, and
low parental educational aspirations for their children predict initiation of drug use.
Children of divorced parents are not at a higher risk for delinquency and drug use.
There is not an actual direct, independent contribution of single parenting to delinquent
behavior (Hawkins et al., 1992). More important is conflict among family members in
predicting delinquency, rather than family structure.
One of the strongest predictors of substance abuse among adolescents has
consistently been association with drug-using peers (Brook et al., 1990; Kandel et al.,
1978). Besides actual peer use, an adolescent's perception of peer use and support for
use are also strong predictors of use, especially for marijuana use and also for alcohol use
(Kandel et al., 1978). Adolescents with greater peer attachment, rather than parent
attachment, are at a greater susceptibility to peer influences (Brook, Linkoff, &
Whiteman, 1980; Kandel et al., 1978). Strong bonds to parent(s) and family decrease the
likelihood of association with substance using peers (Sanders, 2000). Research from
Kandel's (1982) work also suggests that peer influences may be fairly short-term in
comparison to parent and other factors.
Risk and protective factors fluctuate in importance across individuals or groups.
For instance, high IQ may act as protective in some groups and as risk in others. The
impact of certain factors may also differ at various times of drug use stages.
Additionally, research has suggested that factors function differentially by age group
(Sanjuan & Langenbucher, 1999).
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More research is needed in order to understand whether risk factors function in
the same way for all substances or if they operate differently for different drugs, for
example, marijuana use as opposed to cigarette smoking. However, risk and protective
factors are subject to change and can be reduced or produced. This is a further
implication of the role risk and protective factors can play as targets for prevention and
intervention (Sanjuan & Langenbucher, 1999).
Methods of Prevention
McNamara (1995) suggests that prevention programming can be delegated to four
different methods and three audiences. The four methods of prevention include: school
policy initiatives; education; alternatives; and intervention, treatment, and support. The
three audiences for prevention are: primary, secondary, and tertiary.
School Policy Initiatives
Not only should school policies reflect a broad emphasis on alcohol and other
drug use (AOD) use prevention, but they should also describe explicit rules and
procedures that clearly indicate AOD use or sales will not be tolerated (McNamara,
1995). A statement of philosophy should also be included, which clearly conveys the
school system's beliefs and values concerning the nature of AOD problems; the emphasis
on prevention, risk management, early intervention, and protection in the school's
comprehensive AOD program; and the role of the school in helping students to resolve
problems associated with AOD use.
In order to be most effective, school policy should be developed, promoted,
publicized, and enforced in community-based efforts that include students, parents, law
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enforcement officials, and school and community representatives (McNamara, 1995).
Policies should address the following issues: specification of AOD offenses by defining
illegal substances or paraphernalia, the area of the school's jurisdiction, and types of
offenses; procedures to be followed for first-time offenders and repeat offenders and
consequences for policy violation; and circumstances which require incidents to be
reported, a specification of responsibilities and procedures for investigating and reporting
incidents, and procedures for notifying parents and law enforcement officials.
Education
The role of education in a comprehensive AOD prevention program includes an
emphasis on reducing risk factors and enhancing protective factors (Hawkins et al., 1992;
McNamara, 1995; Thomas & Schandler, 1996). The U.S. Department of Education
(1988) suggests that the following should be addressed in AOD prevention curricula at all
grade levels:
•

A clear and concise message that the use of alcohol, tobacco, and other illicit
drugs is unhealthy and harmful.

•

Knowledge of all types of drugs, including what medicines are, why they are
used, and who should (or should not) administer them.

•

The social consequences of substance abuse.

•

Respect for the laws and values of society.

•

Promotion of healthy, safe, and responsible attitudes and behavior by correcting
mistaken beliefs and assumptions, disarming the sense of personal invulnerability,
and building resistance to influences which encourage substance abuse.

•

Strategies to involve parents, family members, and the community in the effort to
prevent use of illicit substances.
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•

Appropriate information on intervention and referral services, plus similar
information on contacting responsible adults when help is needed in emergencies.

•

Sensitivity to the specific needs of the local school and community in terms of
cultural appropriateness and local substance abuse problems. (p. 10)

Current research findings on the effectiveness of education programs and
curricula support schools in developing or adopting programs that stress training in skills
to resist negative peer, adult, media, and community influence, while promoting the
development of adaptive coping skills and social competence (McNamara, 1995).
Alternatives
The alternatives method provides students with multiple opportunities for
meaningful and responsible participation in school (McNamara, 1995; Tobler, 1992).
Protective factors are enhanced through prosocial bonding with peers and the school,
student involvement in activities, and formation of caring relationships with school staff
and students. Other activities may include: peer mediation programs, peer tutoring, peer
counseling, mentoring programs, buddy systems, and peer-led workshops (McNamara,
1995).
An important consideration in implementing an alternatives program is the
involvement of students from all three audiences: primary, secondary, and tertiary.
Unfortunately, many schools only involve students who have demonstrated responsible
behavior in their alternatives program as a reward (McNamara, 1995). This neglects the
needs of at-risk and troubled students who could greatly benefit from these programs.
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Intervention, Treatment, and Support
The intervention, treatment, and support method generally receives the most
attention for secondary and tertiary audiences. However, the primary prevention audience
may exhibit risk factors that require the attention of the intervention, treatment, and
support strategies (McNamara, 1995). This method involves identification, assessment,
and referral of students whose behavior places them at-risk for involvement with AOD.
The strategies can include: creating networks of informed parents, community members,
and school personnel that discourage use through monitoring of youth activities; to
supporting abstinence among students; and to create a school climate in which behavior
and achievement problems are identified for early intervention purposes (McNamara,
1995). Student Assistance Programs and programs that foster parent involvement signify
a promising tool for prevention.
Audiences for Prevention
Prevention activities can be targeted toward three audiences: primary, secondary,
and tertiary. The primary prevention audience includes those who have not yet
participated in AOD use. The focus of primary prevention includes reducing risk factors
for substance use and increasing protective factors against substance use (McNamara,
1995). Activities that are addressed in primary prevention are: promoting accurate
perceptions of short-term consequences of substance use, establishing coping skills and
techniques to resist negative influence, enhancing student performance and bonding to
school, forming positive peer associations, establishing policy support and sanctions,
working with parents to assist development of effective family management skills, and
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working with community members to reduce student access to harmful substances
(University of California Los Angeles [UCLA], 1997).
Students in the secondary prevention audience are at high risk for AOD use.
Activities are intended to interrupt, minimize, or protect against the influence of these
risk factors (McNamara, 1995). An emphasis is placed on: providing a more intensive
focus on developing coping and resistance skills, coupled with efforts to prevent school
failure; encouraging caring relationships between students and adults; increasing
strategies to place school success and positive peer affiliation within reach of troubled
and at-risk youth, including creation of opportunities for responsible and rewarding
behavior; and extending interventions with families to focus on problem-solving and
communication skills (UCLA, 1997). Compared to primary and tertiary prevention,
secondary prevention practices received the least amount of attention in the research
literature. This may be a result of the difficulty of identifying, defining, and intervening
with "at-risk" students.
The tertiary prevention audience consists of those who have already used
substances. The purpose of prevention for this audience is to interrupt and eliminate
patterns of substance abuse (McNamara, 1995). There are a variety of needs in this
audience. Some students have used substances in an experimental nature, others have
regular patterns of use, and still others are dependent or addicted to certain substances.
As well as the interventions recommended for the secondary prevention audience,
efforts for the tertiary prevention audience focus on: offering opportunities for students to
learn and practice particular skills for achieving and maintaining abstinence and for
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coping with personal distress; drawing students into the mainstream by providing
opportunities to establish or restore positive peer and adult relationships and commitment
to normative standards of behavior; connecting families with community-based resources
and support networks of concerned parents; cooperating with law enforcement agencies
to reduce availability and access to substances; and offering substance free activities
(UCLA, 1997).
Traditionally, tertiary prevention has not been school-based. In the past and still
today in 2003, the role of the school in tertiary prevention has sometimes involved
identifying students in need of tertiary prevention and making connections with outside
community resources for treatment. The research literature says almost nothing about
school-based treatment; however, there is limited information about certain attempts at
school-based tertiary prevention.
The new attention to school-based approaches reflects an interest in alternative
methods to treatment (Bukstein, 1994). Many existing programs have started to include
an assortment of family or behavioral treatments, health services, vocational and
educational services, and recreational activities in addition to 12-step principles. Other
programs incorporate case managers and multidisciplinary teams from different social
service agencies and treatment programs to coordinate services and care. Furthermore,
growing importance is being considered to providing help in the adolescent's community
and in as "normal" a setting as possible.
Some common recommendations can be made for adolescent treatment
modalities. The fundamental goal should be to achieve and maintain abstinence from
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AOD use (Bukstein, 1994). Treatment should also strengthen the general psychosocial
functioning (e.g., educational, vocational, family, and interpersonal functioning) of the
adolescent in addition to the particular areas (e.g., problem-solving or anger
management) that helps the adolescent to avoid relapse.
Fleisch (1991) and Friedman and Beschner (1985) have identified treatment
characteristics that have been associated with improved abstinence and lower relapse
rates and can be used as guidelines for treatment. Treatment should: be intensive and of
adequate duration to accomplish changes in attitude and behavior (what is determined
sufficient varies among individuals and treatment modalities); be comprehensive and
target several fields of the adolescents' lives (e.g., coexisting psychiatric disorders,
vocational or educational needs, recreational activities, and information about relevant
medical issues); be sensitive to the cultural and economic realities of the adolescents,
their families, and environments; encourage family involvement and improvement of
family communication; include a variety of social services; and provide aftercare to
support the changes that have been achieved during primary treatment.
Programs supported by the U.S. Department of Education's Safe and Drug-Free
Schools Program are primarily prevention efforts. Therefore, primary prevention
programs will be the focus for the purposes of this study. Because some secondary
prevention programs can be geared toward a wide prevention audience, a few secondary
programs will also be reviewed.
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Safe and Drug-Free Schools and Communities
Purpose
The seventh National Education Goal was that by the year 2000 all schools would
be drug and violence free, which would provide a disciplined environment conducive to
learning (Office of Juvenile Justice and Delinquency Prevention [OJJDP], n.d.). The
Safe and Drug-Free Schools Program supported initiatives to meet this goal. These
initiatives are intended to prevent violence and to strengthen programs that prevent the
illegal use of alcohol, tobacco, and other drugs (ATOD), that involve parents, and that are
coordinated with related Federal, State, and community resources. The SDFSC program
provides funding to States to support schools in developing and implementing programs
to prevent drug use and violence.
Some examples of activities that can receive funding are: development and
implementation of comprehensive drug and violence prevention programs for students
from preschool through grade 12 that include health education, early intervention, student
services, mentoring, rehabilitation referral, and related activities; strategies to integrate
services, such as family counseling and early intervention; dissemination of drug and
violence prevention materials for classroom use; and professional training and
development for school personnel, parents, law enforcement officials, and other
community members (OJJDP, n.d.).
History
In 1986, the first authorization of the Safe and Drug-Free Schools and
Communities program was known as the Drug-Free Schools and Communities Act
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(DFSCA; Iowa Department of Education, 2002a). Congress enacted this program in
response to high rates of drug use prevalence among adolescents. The DFSCA provided
funds to Governors and state and local education agencies in order to implement drug
prevention programs.
Funding steadily increased over the years as Congress continued to demonstrate
concern about adolescent substance abuse (Iowa Department of Education, 2002a). In
1994, the DFSCA was reauthorized as the Safe and Drug-Free Schools and Community
Act (SDFSCA). The act at that time added violence prevention to its efforts. Because
many issues associated with drug and violence prevention are interrelated, the revision of
SDFSCA was intended to have schools develop integrated programs that addressed
student risk factors to cut across ATOD use and violent behavior. The reauthorization in
1994 also focused on responsible decision-making concerning program expenditures at
the state and local levels. Consequently, the Safe and Drug-Free Schools Principles of
Effectiveness were disseminated in 1998 in order to encourage improvement of program
accountability. The principles required SDFSCA subgrant recipients to: use objective
data to identify their needs, establish measurable goals for their programs, implement
programs of demonstrated effectiveness, and assess their progress toward achieving their
state goals.
Through the Principles of Effectiveness, states and school districts are required to
participate in activities that reflect the principles' standards (Iowa Department of
Education, 2002a). Schools are discouraged from utilizing programs that are not
portrayed in the research literature as effective. State educational agencies must reject
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local education agency applications for funds that they believe do not best meet the
purposes of the SDFSCA.
Finally, in 2002, the SDFSCA was reauthorized as Title IV, Part A of the "No
Child Left Behind" Act of 2001: 21 st Century Schools - Safe and Drug-Free Schools and
Communities (as cited in Iowa Department of Education, 2002a). Generally, provisions
from previous legislation stayed intact, but the flexibility of funding was affected. The
act allows states and school districts to transfer funds into or from the Safe and Drug-Free
Schools and Communities to other programs included in the provisions of the Act.
Ineffective Versus Effective Programming
Most of the money spent annually on drug education is actually spent on
aggressively marketed programs that have not been evaluated or have not been shown to
work (Hansen, Rose, & Dryfoos, 1993). Two of the largest marketed programs are: Drug
Abuse Resistance Education (D.A.R.E.) and Here's Looking at You, 2000. Of these two,
D.A.R.E. has been sufficiently evaluated (Dusenbury & Falco, 1995). D.A.R.E. has been
successful in information dissemination, but it is not any more effective at reducing
substance use behavior than standard curricular approaches (Ennett, Tobler, Ringwalt, &
Flewelling, 1994).
Despite current knowledge about effective curricula for the prevention of
adolescent substance abuse, programs that reflect promising practices are not being
widely utilized (Dusenbury & Falco, 1995). Only recently has a research-literature base
for substance abuse prevention as a resource for program design been developed. The
1980s and the passage of the Drug Free Schools and Communities Act of 1986 caused
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schools to be overwhelmed with promotional literature for substance abuse prevention
curricula and training programs (McNamara, 1995). At this time, schools began to adopt
programs despite a lack of validation of their effectiveness in reducing and/or eliminating
substance use. McNamara (1995) states that these programs usually lacked a sufficient
evaluation element or failed to evaluate substance use as a specific outcome measure.
There is evidence from existing research that some prevention strategies are
ineffective (Bosworth, 1997). Scare tactics, providing only information on drugs and
their effects, self-esteem building, values clarification, large assemblies, and didactic
presentation of material have not been shown to be particularly effective in the
prevention of AOD use.
Knowledge-only programs, or information-dissemination, imitate the
unsuccessful scare tactics of the early 1970s and continue to be ineffective in reducing
adolescent drug use (Tobler, 1992). Information-dissemination communicates
information about alcohol and other drugs, including their harmful effects. Fear-arousal
messages, moralizing, and objective information-giving are included under this strategy.
Anderson (1988) stated that information-dissemination reduces many students' anxiety
about using by providing accurate information about alcohol and other drugs, thereby
increasing use levels; further, it is based on a faulty assumption that cognitive knowledge
alone is preventive.
Affective-only programs stresses intrapersonal change through examination of
personal beliefs, values, and decision making patterns with no specific reference to drugs;
these programs have also been shown to be ineffective (Tobler, 1992). The failure of
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affective education as an AOD prevention strategy may be in the absence of a clear focus,
inadequacy in the number and frequency of interventions, and application of
inappropriate methods for fostering skill acquisition among students (McNamara, 1995).
Furthermore, Tobler (1992) reports that the combined knowledge-plus-affective strategy,
although more effective than the two strategies alone, also has minimal effects on drug
use.
Ineffective or Inadequately Researched Programming
D.A.R.E. D.A.R.E. is the most extensively used youth drug prevention program
in the United States (U.S. Department of Health and Human Services, 2001). It receives
considerable support from parents, teachers, police, and government funding agencies.
Its popularity persists in spite of numerous well-designed evaluations and meta-analyses
that consistently show little or no preventive effects on substance use. Generally,
research indicates that students who participate in D.A.R.E. are as likely to use drugs
when compared to those who do not participate. Positive effects that have been reported
involve student attitudes toward police.
More specifically, Ennett et al. (1994) conducted a meta-analysis to review eight
methodologically rigorous D.A.R.E. evaluations. They concluded that D.A.R.E. 's shortterm effectiveness for reducing or preventing drug use behavior is small and is less than
for more interactive programs. Some possible explanations ofD.A.R.E.'s ineffectiveness
could be related to who teaches it and how it is taught. It is, in fact, teaching style and
not curriculum content that sets D.A.R.E. apart from other programs. The program
depends on the officer as expert and makes repeated use of lectures and question-and-
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answer sessions between the officer and students. Although officers receive extensive
training to conduct the program, they may not be as well equipped to lead the curriculum
as classroom teachers. Further studies are needed to substantiate this point. Other
possible explanations for D.A.R.E. 's ineffectiveness are its limited use of social skills
training and its developmental inappropriateness (U.S. Department of Health and Human
Services, 2001).
Modifications to the D.A.R.E. program are being made in an attempt to improve
its effectiveness. Social skills training sessions are being added to the core curriculum,
and the curriculum is being adapted for use in older student populations. The U. S.
Department of Health and Human Services (2001) points out that these versions of
D.A.R.E. have not yet been evaluated.
A review ofD:A.R.E conducted in the Waterloo Community School District in
Waterloo, IA, surveyed parents' and teachers' perceptions regarding the program (Lee,
2001). It was found that both parents and teachers overwhelmingly support the D.A.R.E.
program. Possible reasons for this may be that D.A.R.E. provides a convenient and
traditional answer to substance abuse issues. Parents and teachers may find the program
attractive because of the involvement of community police in the schools. Parents may
find this reassuring to their child's safety. Teachers may find that this provides them a
small break from teaching. The source of support by teachers and parents could be
researched further.
Here's Looking at You. Here's Looking at You (HLAY) is designed for students
in kindergarten through grades 12 and is designed to prevent substance abuse and change
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unhealthy attitudes toward drugs and alcohol. The Health Education Department of the
Educational Services District in Seattle, WA, developed the original version of HLAY
during 1975-1978. It is one of the most widely used programs in the United States,
following D.A.R.E (Kim, McLeod, & Shantzis, 1993).
The focus of the HLAY curriculum is on gateway drugs and emphasizes a "no
drug use" message by using puppets, books, videos, games, and posters (Kim et al., 1993,
p. 68). The program attempts to promote students' self-esteem, bonds with families, and
other prosocial institutions, and also incorporates social skills instruction. The
curriculum is designed around three components: (a) Information about drugs is
provided, including gateway drugs, chemical dependency, fetal alcohol syndrome, and
driving and drug use; (b) Social skills instruction includes topics such as assertiveness,
making friends, refusal skills, and peer pressure; and (c) Activities that promote bonding,
such.as, discovering personal strengths and learning how to feel good about oneself.
Kim et al. (1993) conducted a thorough review of the literature concerning the
HLAY program and found 14 evaluation studies, three of which were published. Overall,
results were consistent with knowledge gain. However, out of the total 14 studies, five
reported attitudinal improvements, four reported improvement in social skills, two
reported reduction in tobacco use, only one reported reduction in marijuana use, and none
of the studies reported any positive behavioral changes in alcohol and other drugs.
Furthermore, some studies demonstrated increased drug use (Kim et al., 1993). This may
be a result of a heavy reliance on information-giving about drugs and alcohol within this
program.
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Kim et al. (1993) employed a quasi-experimental design on the HLAY curriculum
in seventh and eighth grades in North Carolina. The authors concluded that the seventh
and eighth grade portion of HLAY as replicated by the Yadkin County schools during
1990-91 failed to produce any notable impact, whether positive or negative. The
program was unable to generate any significant changes in the high-risk attitudinal
domains that are closely related to drug using behavior, and there were no changes
regarding gateway, smokeless tobacco, or hard drug use.
In response to previous HLAY evaluations having many methodological
problems, Greene and Kelley's (1989) study involved a relatively large sample across
five school districts and employed a more rigorous methodology. The authors found that
while the HLAY program appears effective at providing information about drug and
alcohol abuse, it has not been successful at changing the underlying attitudes and
behaviors that explain substance abuse, which supports previous research findings.
Beginning Alcohol/Addictions Basic Education {BABES). The author of this
current study was unable to locate any research on BABES. The only document found
related to research was published by the U.S. Department of Education in 1989. A
Project Advisory Committee composed ofrepresentatives of national organizations and
state alcohol and drug agency representatives reviewed and rated 90 prevention programs
and selected 20 exemplary programs. BABES was one of the chosen programs. BABES
was developed in 1979 and targets pre-kindergarten through 12th grades. It intends to
involve the whole community in drug prevention efforts. Within the school, a broadbased curriculum is designed to teach general life and cognitive skills in seven individual
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sessions, using puppet characters with personalities that represent various prevention
concepts. Within the family, BABES provides prevention techniques to parents with an
emphasis on the development of positive parenting skills. BABES for clinicians is a
program for use by therapists, and BABES in the community is designed to teach the
"interested" community how to organize itself to combat alcohol and other drug use (U.S.
Department of Education, 1989, p. 24).
The U.S. Department of Education (1989) reports that BABES participants
complete pre- and post-test measures, and training participants complete evaluation
forms, which guides needed modifications to the program. Findings that were reported
within this review were "clearly observed behavior changes in elementary students and
mastery of BABES subject matter by 8 and 9 year olds" (p. 24). Based on this
information, the author of this study cannot conclude that BABES has been sufficiently
researched or demonstrates effective reductions in substance use behaviors. Perhaps it
can be concluded that the BABES curricula is outdated.
Get Real about Tobacco. The author of this current study was unable to locate
research on Get Real about Tobacco. Because sufficient research has not been published
for this program, the author of this study cannot conclude that it is a research-based,
effective program. Many search engines were explored, such as, Psyclnfo, ERIC,
Expanded Academic ASAP, and university catalogues. Finally, a standard Google web
search provided an informational site written by the Comprehensive Health Education
Foundation (C.H.E.F., 2003). Get Real about Tobacco is targeted toward kindergarten
through 12th grades, and the goals of the program are to: (a) Reduce the likelihood that
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students will start using tobacco products; (b) Encourage students who do use tobacco to
quit; and (c) Help students promote anti-tobacco messages.
Lessons are intended to help students realize that they are susceptible to using
tobacco, that they are influenced to use tobacco, and to learn and practice strategies to
avoid tobacco. One focus of the program is to target and influence normative beliefs
about tobacco use. Social skills are also taught. Parent newsletters are provided, and
lessons include worksheets and activities (C.H.E.F., 2003).
Leaming to Live Drug-Free. Research on Leaming to Live Drug-Free was not
found by the author of this study. Two curriculum resource guides were located;
however, actual studies reporting the effectiveness of the use of this curriculum were
absent from the literature. Therefore, it cannot be concluded that this program is
sufficiently researched or effective in changing substance using behaviors.
Learning to Live Drug-Free is a curriculum model published by the U. S.
Department of Education for use in kindergarten through grade 12. It can be used as a
stand-alone curriculum, or as a supplement for other prevention efforts a school may be
using. It is intended to be used flexibly; schools are encouraged to revise, adapt, or
integrate the model in order to meet their needs. The program encourages schools to
infuse the drug prevention message into a variety of subject areas using lesson plans and
activities targeted toward specific age groups. The program's philosophies are centered
around normative education, positive prevention messages, life skills, personal
responsibility, bonding to the community, and values clarification (Flatter & McCormick,
1990).
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Teens Against Tobacco Use {T.A.T.U.). As previously stated, research was not
found by the author of this study for this program after consulting multiple research
databases. Informational websites were located; however, actual studies reporting the
effectiveness of the use of this curriculum were absent from the literature. Therefore, it is
not reliable to conclude that this program is sufficiently researched or effective in
changing substance using behaviors. The T.A.T.U. website, sponsored by the American
Lung Association, asserts that studies have indicated the effectiveness of this approach.
However, the only mention ofresearch is within two sources, which do not cite T.A.T.U.
specifically as an effective approach. Rather, the method of peer leaders that T.A.T.U.
utilizes to teach its curriculum is cited as a research-based approach (American Lung
Association, 2002).
T.A.T.U. is a peer-led program in which high school students are trained to teach
middle and elementary school students about the dangers of tobacco use (American Lung
Association, 2003). Adult facilitators are trained alongside teen facilitators for one day.
Teen facilitators are assisted in creating their own presentations about resisting tobacco
use. Further research is warranted in order to determine the effectiveness of this
particular program.
Effective Programming
Dusenbury and Falco (1995) conducted a review of school-based drug abuse
prevention programs and interviewed a panel of 15 leading experts in prevention
research. The purpose of the research was to identify key elements of promising
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prevention curricula. They reported 11 components of effective drug abuse prevention
curricula:
1. Research-based/theory-driven. If a curriculum is to be effective, it should be
based on current theory and research in drug abuse prevention. In the past, research has
been inclined toward a focus on only two risk factors: attitudes favorable to drug use
(norms) and peer use. Recently, Botvin (2000) and Hawkins et al. (1992) have
broadened this research to investigate a multitude of risk and protective factors and their
impact on prevention. As risk and protective factors are further explored in research,
prevention programs are likely to become increasingly effective.
2. Developmentally appropriate information about drugs. Information about
drugs and consequences should focus on the short-term and negative social consequences
of use. Adolescents are more interested in concrete information and present experiences,
rather than possibilities in the distant future. Lengthy information about the types and
effects of drugs is not needed and can also be counterproductive (Botvin, 2000).
3. Social resistance skills training. Programs that help prepare students to
identify pressures to use drugs and provide instruction on skills needed to resist these
pressures while maintaining friendships are most successful.
4. Normative education. Most people do not use drugs. Normative education
teaches adolescents that they are in the majority if they are not using drugs.
5. Broader-based skills training and comprehensive health education. Decisionmaking skills, goal-setting, stress management, communication skills, general social
skills, and assertive skills are the types of skills taught in broader based skills training
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programs. Comprehensive health education would give students training in general
personal and social skills.
6. Interactive teaching techniques. Role-playing, discussions, and small group
activities are much more effective than didactic techniques and lecture.
7. Teacher training and support. When teachers receive training and support
from program developers or prevention experts, programs are most effective. Teacher
training should also include a focus on interactive teaching techniques, give enough
opportunity to practice new skills, and provide feedback and reinforcement during
practice sessions.
8. Adequate coverage and sufficient follow-up. Unfortunately, many drug abuse
prevention programs are brief. Most commonly, programs are 10 sessions the first year,
and fewer than five in the second year (Flay, 2000). This can help to explain research
findings that prevention efforts lose effectiveness over time. Sufficient and continued
follow-up is needed.
9. Cultural sensitivity. Teachers should adapt the curriculum activities to the
cultural experience of their students and be respectful of cultural diversity in their
classroom. The curricula should be specifically appropriate and relevant to the cultural
experience of the school and community.
10. Additional components. Consideration to family, community, media, and
special population components would be of value to prevention programs.
11. Evaluation. Evaluation designs should include pretest and post-test
measures, a control group, and outcome measures of substance use behavior. Ideally,
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researchers should be independent investigators and also disclose royalties and consulting
fees associated with a curriculum. (pp. 421-422)
Safe, Disciplined and Drug-Free Expert Panel. The U.S. Department of
Education formed the Safe, Disciplined, and Drug-Free Expert Panel who published a list
of nine exemplary programs and 33 promising programs. The SDFS program, in
cooperation with the Office of Educational Research and Improvement, established the
Safe, Disciplined, and Drug-Free Schools (SDDFS) Expert Panel (Expert Panel on Safe,
Disciplined, and Drug-Free Schools [Expert Panel], 1999). Lee's (2001) report explains
that requirements for Title IV funding are based on programs that have demonstrated
effectiveness or show promise of doing so on a long-term basis. The programs chosen by
the U.S. Department of Education support the requirements in the use of the funding
from Safe and Drug Free Schools and Communities. Once programs are found to be
exemplary or promising, the U.S. Department of Education disseminates information
about the program to encourage their use in new sites. If one of the chosen programs is
implemented by a school, the school must take careful steps in replicating its
implementation in order to obtain desired results. Then, the school does not have to
perform its own longitudinal studies to demonstrate positive results.
The SDDFS Expert Panel was composed of 15 education practitioners,
researchers, evaluators, program developers, and representatives from local education
agencies, businesses, institutions of higher education, and from medical and legal
communities (Expert Panel, 1999). The Panel reviewed programs designed to address
substance use and violence prevention in the Spring of 1999 and made its
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recommendations to the Secretary of Education in the Summer of 1999 (Expert Panel,
1999). According to the Expert Panel, the two major purposes for this review include
expanding the knowledge base on what is effective and ineffective in the area of
prevention of substance use and recognizing and giving prominence to the programs
which have been shown to be effective in preventing and/or reducing substance use.
All profit and non-profit organizations were eligible to submit programs with
evidence of success for review by the Expert Panel. Basically, there are two categories of
programs that were eligible to apply. Type I programs focus on instructional and support
activities that concentrate on reducing substance use, violent behavior, or other conduct
problems or addressing risk and protective factors related to these problems. Type II
programs include policies and practices that maintain safe and drug-free environments
(Expert Panel, 1999). ,
Programs submitted were judged according to seven criteria within the categories
of evidence of efficacy, quality of program, educational significance, and usefulness to
others. Within some of the criteria are conditions that further explain the requirements of
the program in order to be considered exemplary or promising (Expert Panel, 1999).
Table 4 summarizes the criteria for evaluation.
In order to be identified as an exemplary program, submitted programs had to
receive a rating of "3" on criterion 1, a "2" or higher on criteria 2-7, and a "3" on at least
3 of the criteria 2-7. In order to be identified as a promising program, submitted
programs had to receive a rating of "2" or higher on criteria 1-5, a "l" or higher on
criteria 6 and 7. A rating of"l" is given to a criterion if the material presented is weak
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Table 4

Criteria for Evaluation by the Expert Panel on Safe, Disciplined, and Drug-Free Schools

Criterion

Definition

Conditions

1

The program reports relevant
evidence of efficacy/effectiveness
based on a methodologically
sound evaluation.

a. Indicates a measurable difference
in outcomes that is based on
statistical significance testing or a
credible indicator of magnitude of
effect.
b. Design and analysis adequately
controls for threats to internal
validity.
c. Reliable and valid outcome
measures were used.
d. Analyses were appropriate to the
data.

2

The program's goals with respect
to changing behavior and/or risk
and protective factors are clear
and appropriate for the intended
population and setting.

a. Goals are explicit and clearly
stated.
b. Goals are appropriate to the
intended population and setting.

3

The rationale underlying the
program is clearly stated, and the
program's content and processes
are aligned with its goals.

a. Rationale is clearly stated and
includes appropriate documentation.
b. Content and processes are aligned
with goals.

4

The program's content considers
the characteristics of the intended
population and setting and the needs
implied by these characteristics.

5

The program implementation
process effectively engages the
intended population.

a. Relevant rationale.
b. Actively engaging.
c. Attends to participants' prior
knowledge, attitudes, and commonly
(table continues)
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Criterion

Definition

Conditions

held conceptions.
d. Promotes participants'
collaboration, discourse, and
reflection.

6

The application describes how the
program is integrated into schools'
educational missions.

7

The program provides necessary
information and guidance for
replication in other appropriate
settings.

a. Essential conditions are outlined
for replication.
b. Guidelines and materials for
training and replication are included.

Note. From Expert Panel on Safe, Disciplined, and Drug-Free Schools, 1999.

and significant work is needed to supplement or correct it. A rating of "2" is given if
there is evidence that the conditions are met. A rating of"3" is given ifthere is strong
evidence overall that the conditions are met. Additionally, exemplary programs had to
have at least one evaluation that demonstrated an effect on substance use one year or
longer beyond baseline. Promising programs had to have findings from at least one
evaluation demonstrating an effect on substance use or one or more risk and protective
factors that research has established as major predictors of these behaviors (Expert Panel,
1999). See Table 5 for a list of programs identified as promising or exemplary.
When comparing the results of Dusenbury and Falco's (1995) study to the criteria
for exemplary and promising programs outlined by the Expert Panel (1999), one observes

42

Table 5

Expert Panel Exemplary and Promising Programs

Exemplary

Promising

Athletes Training and Leaming to
Avoid Steroids (ATLAS)
Project Northland
CASASTART
Project T.N.T.-Toward No Tobacco
Use
Life Skills Training
Second Step: A Violence Prevention
Curriculum
OSLC Treatment Foster Care
Strengthening Families Program
Project ALERT

Aggression Replacement Training
PATHS Curriculum (Promoting Alternative
Thinking Strategies)
Aggressors, Victims, and Bystanders:
Thinking and Acting to Prevent
Violence
Al's Pals: Kids Making Healthy Choices
PeaceBuilders
All Stars
Peacemakers Program
Child Development Project
Community of Caring
Creating Lasting Family Connections
Facing History and Ourselves
Peers Making Peace
Positive Action Program
Preparing for the Drug Free Years (PDFY)
Primary Mental Health Project
Project STAR
Growing Healthy
I Can Problem Solve (ICPS)
Let Each One Touch One Mentor Program
Linking the Interests of Families and
Teachers (LIFT)
Responding in Peaceful and Positive Ways
(RIPP)
Say It Straight Training
SCARE Program
Seattle Social Development Project
Lions-Quest Skills for Adolescence
Lions-Quest Working Toward Peace
Michigan Model for Comprehensive School
Health Education
Minnesota Smoking Prevention Program
(table continues)
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Exemplary

Promising

SMART Team (Students Managing Anger
and Resolution Together)
Social Decision Making/Problem Solving
Teenage Health Teaching Modules
Open Circle Curriculum
The Think Time Strategy
Note. From Expert Panel on Safe, Disciplined, and Drug-Free Schools, 2001a, and Expert
Panel on Safe, Disciplined, and Drug-Free Schools, 2001b.

many similarities among what is considered to be effective programming. Both groups of
authors point to the importance of research-based programming which incorporates the
theories on reducing risk and enhancing protective factors. Ensuring that program
activities and information are developmentally appropriate for the population in which it
is intended is also an important issue. Interactive teaching techniques lead to active
engagement with program activities. Teacher training and support is necessary in order
to ensure the efficacy of replication and implementation. Evaluation is vital in order to
monitor progress toward the reduction of substance use. Finally, comprehensive health
education incorporates substance abuse prevention into all areas of the school curriculum.
The Dusenbury and Falco (1995) study went even further to suggest more specific
traits of effective programming that the Expert Panel (1999) did not address in its criteria
for evaluating programs. For example, social resistance training, normative education,
adequate coverage and follow-up, cultural sensitivity, and additional components were
specifically mentioned by Dusenbury and Falco. However, ifthere is an existence of
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these components, perhaps programs will likely demonstrate positive outcomes in their
evaluations submitted to the Expert Panel.
The following sections will briefly review various identified promising and
exemplary programs as examples of effective programming. Programs were selected
within the Expert Panel's (1999) promising and exemplary categories based on whether
they were represented in the 2001-2002 Annual Report for Safe and Drug-Free Schools
and Communities (Iowa Department of Education, 2002b) which is the focus for the
content analysis conducted for the current study.
Promising Programs
All Stars. The All Stars program operates from a cognitive/behavioral theoretic
basis to target sixth or seventh grade students with a preparatory program for fourth and
fifth grades. The primary goal of All Stars is to reduce adolescent drug use, violence, and
premature sexual behavior. The program is thus structured around four objectives: (a) to
increase students' beliefs about peer norms in relation to abstinence from drugs, violence,
and sex; (b) to influence students' perceptions about drug use, sex, and violence so they
can see how these behaviors interfere with preferred lifestyles; (c) to encourage students
to make a personal commitment to avoid drugs, violence, and sex; and (d) to help
students become more socially bonded to positive friendship groups and social
institutions (Giles, Harrington, & Fearnow-Kenney, 2001).
All Stars is offered in two formats: school-based and community-based. The
school format includes 13 45-minute interactive sessions, plus a one-year booster session.
Sessions are conducted by teachers or guidance counselors. The community format
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includes nine one-hour group sessions. It can be delivered in community youth group
settings, after school programs, girls and boys clubs, scout clubs, camps, etc. and is
delivered by a trained All Stars facilitator. Sessions in both formats include interactive
group activities, small group discussions, games, and art projects. Parental involvement
is encouraged by homework assignments which the child and parent work together to
complete. Parents are also encouraged to volunteer during All Stars activities. Students
involved in the All Stars program also schedule one-on-one time with either the teacher
or All Stars facilitator (Nebraska Council to Prevent Alcohol and Drug Abuse, 2000).
Preliminary results from a study in one Nebraska school district demonstrate
positive outcomes. Seventh graders who completed the All Stars program showed a
significant positive change in their attitudes and/or beliefs related to all four of the
mediating variables (i.e., prosocial ideals, normative beliefs, personal commitment, and
prosocial bonding). Scores were compared from 281 pre- and post-test questionnaires,
which were randomly selected from a group of approximately 2,000 seventh grade
students (Nebraska Council to Prevent Alcohol and Drug Abuse, 2000).
One study implemented in eight middle schools in Kentucky evaluated the effect
of All Stars program aspects on the four program variables. Results demonstrated that
student engagement and program enjoyment had the strongest impact on changes in
program variables. This is an implication for the use of interactive techniques and
activities in order to actively engage students, which is a feature of the All Stars program
(Giles et al., 2001).
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Another study compared the All Stars program to the seventh grade D.A.R.E.
program. The study was conducted in the seventh grade of one school, which has eight
classes of health students. All students had received D.A.R.E. in the fifth grade. Four of
the eight classes in this study participated in the seventh grade D.A.R.E. booster program,
and the other four classes received the All Stars program. Student's who received the All
Stars program had significantly better outcomes on each mediator, and students receiving
All Stars gave superior ratings to the program and their involvement in it (Hansen, 1996).
Lions-Quest Skills for Adolescence. Lions-Quest programs incorporate risk,
resiliency, and asset-building research to increase students' protective factors. The
program targets sixth through eighth grades. Some of the components of the program
include: bonding to family, school, community, and peers; social competency; normative
education; resistance skills; parent-child homework, and parent meetings (Lions Club
International Foundation, 2002).
More than 60 research studies evaluating Lions-Quest programs have been
conducted, primarily by school districts. Others that have conducted research include
universities, independent research firms, and Lions-Quest. Consistent findings
demonstrate the following: (a) Students had significant improvements in their attitudes
toward and awareness of the harmful effects of alcohol and other drugs; (b) Students had
significantly lower self-reported rates of using beer, liquor, and chewing tobacco in the
previous month when compared to control groups; (c) Inner-city students had higher
expectations for success in school than comparison students; (d) After completing the
program 63% of students disapproved of peers who used drugs compared to 55% of
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comparison students; (e) Students predicted significantly less future use of beer and
liquor than comparison students; and (f) Students had lower predictions of use of five
harmful substances in the next 30 days when compared to control groups (as cited in
Lions Club International Foundation, 2002).
Eisen, Zellman, Massett, and Murray (2002) conducted a randomized schoolbased study in the Fall of 1997 through the Winter of 1998 in 34 middle schools from
four districts in three major metropolitan areas. The overall goal of this study was to
compare the effectiveness of Lions-Quest Skills for Adolescence against "standard" drug
prevention in preventing or delaying the onset of students' tobacco, alcohol, and illegal
substance use. One-year posttest study findings reported that exposure to a 40-session
version of the program can help deter the initiation of regular cigarette smoking and
experimental use of marijuana through the end of the seventh grade. Effects held across
all racial and ethnic groups studied. Lions-Quest Skills for Adolescence can also deter
the initiation and monthly use of alcohol and binge drinking for Hispanics, and the
program can delay the progression to regular cigarette smoking and to experimental
marijuana use among students who had initiated regular alcohol use or binge drinking but
not regular cigarette smoking by the end of the sixth grade.
Minnesota Smoking Prevention Program (MSPP). The MSPP program is
designed for students ages 11 to 15. It is a six-lesson program that is based on a social
influences model in which activities address the social pressures to smoke. The goals of
the program include: (a) to prevent students from initiating use of tobacco; (b) to assist
students in quitting the use of tobacco products if they have already started; and (c) to
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assist students in influencing friends and family members to not use tobacco. Peer
leaders direct many of the activities throughout the curriculum. Activities focus on social
and psychological factors, including peer pressure, advertising, and behavioral skills to
resist influences to use tobacco. Strategies used include cooperative learning, group
discussions, interviews, role play, media use, report writing, and goal setting (Decision
Support System for Prevention of Substance Abuse, n.d.).
The MSPP program has undergone a longitudinal, pre-post, intervention design,
in which a control group was utilized for comparison. The Decision Support System for
Prevention of Substance Abuse (n.d.), created by the Substance Abuse Mental Health
Services Administration and the Center for Substance Abuse Prevention, reports that the
long-term program effects on smoking are clearly evident in the evaluation data presented
by the program. Smoking rates among students in the intervention group were
significantly lower after participating in the MSPP. The intervention was applied to
students in the 6th grade, and by the end of 10th grade, 13 .1 % of students in the
intervention group were current smokers, as compared to 22. 7% of students in the control
group. Furthermore, at the end of 12th grade, weekly smoking for students in the
intervention group was at 14.6%, as compared to 24.1 % of students in the control group.
A dissertation applied the MSPP to five sixth grade classrooms and used five
other sixth grade classrooms as a comparison group (Langlois, 1998). Results
demonstrated that participation in MSPP resulted in higher refusal skill-efficacy for
smokers. Both nonsmokers and smokers reported significantly higher scores for total
positive refusal expectations and importance after completing the program. However,
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actual behavior capabilities to resist positive images of smoking was not impacted by the
program. Likewise, in a study of 1,320 seventh grade students, results demonstrated that
the MSPP program did not prevent students from becoming new users, but rather
encouraged those who were current users to quit (Hamm, 1994).
Preparing for the Drug Free Years {PDFY). The PDFY program operates from a
public health approach, which includes preventive interventions with goals to delay early
initiation of substance use or to prevent progression to more dependent and problematic
use once initiation has occurred (Spoth, Reyes, Redmond, & Shin, 1999). It is a theorybased program, intended to address risk and protective factors predicting adolescent AOD
use. Specifically, the PDFY program aims to enhance the protective factor ofparentchild affective qualities. Participants are trained in skills (e.g., peer refusal training) that
positively affect risk and protective factors, using research-based interactive skills
techniques, such as modeling, rehearsal, feedback, and home practice.
The PDFY program is intended for the beginning of sixth grade (Spoth et al.,
1999). Five sessions are conducted once per week for five weeks, and each session lasts
about two hours. A unique characteristic of this program is that adolescents only attend
one session -parents are participants for all sessions. The program can be offered during
weekday evenings at school buildings.
Instruction for parents includes: risk factors for substance abuse, developing clear
guidelines on substance-related behaviors, enhancing parent-child bonding, monitoring
compliance with guidelines and providing appropriate consequences, managing anger and
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family conflict, and enhancing positive child involvement in family tasks (Spoth et al.,
1999). Instruction for adolescents focuses on peer resistance skills.
The longitudinal study conducted by Spoth et al. (1999), collected data on the
PDFY outcomes for a 2.5-year period from 329 rural adolescents. The PDFY program
demonstrated both primary and secondary prevention effects at the 2-year follow-up.
Substance use rates did increase in the experimental and control groups; however, the
likelihood of substance use initiation after two years was significantly lower among
intervention-group students. Students in the intervention-group who had already initiated
use also showed delayed progression at the 1-year follow-up. These students were more
likely to have the same substance use status at the 2-year follow-up than were
corresponding control-group adolescents who had already initiated use.
Exemplary Programs ,
Life Skills Training (LST). The LST program is comprised of three objectives: to
influence alcohol, tobacco, and other drug (ATOD) related knowledge, attitudes, and
norms; to teach skills for resisting social influences to use ATODs; and to promote the
development of personal self-management and social skills. In order to influence
knowledge, attitudes, and norms the LST program examines the following: short- and
long-term consequences of ATOD use, the actual levels of ATOD use (to correct
normative expectations), the declining social acceptability of smoking and other ATOD
use, media pressures to use ATODs, and skills for resisting alcohol and tobacco
advertising and peer pressure to use ATODs. In order to promote the maturity of
personal self-management skills, the LST program is designed to: improve decision
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making and problem solving abilities; teach skills for identifying, analyzing, and resisting
media influences; teach skills for coping with anxiety, anger, and frustration; and provide
students with principles of personal behavior change and self-improvement (e.g., goal
setting, self-monitoring, and self-reinforcement). In order to support the development of
social skills, the LST program is designed to influence social skills (e.g., communication,
initiating social interactions, conversation, complimenting, skills related to male/female
relationships, and verbal/nonverbal assertive skills) and to improve students' general
social competence (Botvin & Kantor, 2000).
The Life Skills Training program is conducted in 15 class sessions (about 45
minutes each) and is oriented toward middle or junior high school students (Dusenbury &
Falco, 1995). After the first year of 15 sessions (usually in seventh grade), the LST
program continues for two more years. These are booster sessions that are designed to
reinforce the initial material covered. Booster sessions increase the salience of
prevention efforts:
The way content is presented is as important as the actual content, and interactive
techniques are considered to be more effective (Dusenbury & Falco, 1995; Ennett et al.,
1994). A variety of instructional methods have been used in the LST program, including
traditional didactic teaching, facilitation and group discussion, classroom demonstrations,
and cognitive-behavioral skills training with more of an emphasis on group discussion
and skill training (Botvin & Kantor, 2000). The cognitive-behavioral skills include not
only instruction and demonstration, but also behavioral rehearsal through role-playing,
frequent teacher and peer feedback, social reinforcement, and extended practice through
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behavioral homework assignments. Health professionals from outside the school, older
peer leaders, and regular classroom teachers can teach the LST program.
The LST program has been deemed effective by the Centers for Disease Control
and Prevention, the American Medical Association, and the American Psychological
Association (Mayer, 2001). The U.S. Office of Juvenile Justice and Delinquency
Prevention gives funding to selected middle schools and junior high schools that wish to
use the LST program in their school.
Prevention effects have been consistently demonstrated in studies testing the LST
approach (Botvin, 2000). The reported effects typically have been large with most
studies demonstrating initial reductions of 50% or more relative to control groups (Botvin
& Kantor, 2000). The studies have generally reported decreased use for both
experimental and mom serious levels of substance use. Prevention effects have also
lasted into the 12th grade (Botvin, 2000). Botvin further explains that follow-up studies
performed at the end of the 12th grade report a prevalence of ATOD use 44% lower than
control groups. Research also indicates that the LST program is effective with inner-city
minority populations.
Studies have tested the LST's short- and long-term effectiveness, the use of
different instructional methods and booster sessions, its effectiveness when conducted by
different program providers, and its effectiveness with different populations. The studies
have ranged from smaller studies involving two schools and a few hundred adolescents to
large-scale, randomized field trials involving more than 50 schools and several thousand
adolescents (Botvin & Kantor, 2000).
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Project Alert. Project Alert is a curriculum for sixth through eighth grades that
targets the reduction or prevention of use of alcohol, cigarettes, and marijuana. The
program focuses on the following four areas: (a) beliefs about the consequences of using
drugs, (b) normative perceptions, (c) resistance self-efficacy, and (d) expectations about
future drug use. The program makes use of question and answer techniques to facilitate
discussion, small group activities, role modeling, and role playing. Fourteen class
sessions are conducted over a two-year period (Ellickson, Bell, & Harrison, 1993).
Ellickson et al. (1993) conducted a study in eight districts in California and
Oregon in 30 schools, which included urban, suburban, and rural settings. The authors
concluded that Project Alert succeeded in changing adolescent motivations to use
cigarettes and marijuana across several cognitive domains. Specifically, marijuana
initiation was reduced by 30%, marijuana current use decreased by 60%, past month
cigarette use reduced from 20% to 25%, regular and heavy smoking was decreased from
33% to 55%, and pro-drug attitudes and beliefs were substantially reduced (Best
Foundation, 2002). However, it had little impact on alcohol-related cognitions, which the
authors suggested was a result of an "entrenched perception that drinking is the norm"
(Ellickson et al., 1993, p. 239).
Since the Ellickson et al. (1993) study, the curriculum includes more lessons on
alcohol, which are designed to reinforce and strengthen the modest effects on drinking
behavior. Currently, replication and extension studies are being conducted (Best
Foundation, 2002).
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Project Northland. Project Northland is the largest ongoing community trial in
the United States focusing on the primary prevention of alcohol-related problems using
multilevel, multicomponent interventions for 6th through 12th grades (Williams, Perry,
Farbakhsh, & Veblen-Mortenson, 1999). The project utilizes two phases. Phase 1 targets
interventions for early adolescence, and Phase 2 focuses on interventions for high school
students. Currently, results from the Phase 2 interventions are not available; however,
studies have been conducted for the Phase 1 interventions.
Project Northland is based on the belief that underage drinking is influenced by
multiple factors of the social environment, which includes: individual, family, peer
group, school, and community (Williams et al., 1999). The interventions make use of
multi year social behavior curricula, intensive parental involvement components, multiple
peer leadership opportunities, and community-level changes through the formations of
task forces (Durlak, 1997; Flay, 2000; Williams et al., 1999).
In sixth grade, prevention efforts started by involving parents in activities
(Williams et al., 1999). Home programs encouraged families to develop guidelines in the
home against underage drinking, become facilitators for school activities, become
resources for the community task forces, become involved with goals and activities in
newsletters, and participate in homework projects with their children. In seventh grade,
parents still remained involved, but increasing emphasis was placed on school-based
interventions to develop skills for dealing with peers and building positive peer group
influences. Activities involved group discussions and problem solving through roleplaying, many led by peer leaders. In eighth grade, activities reinforced skills to resist
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pressures to drink and empowered students to make healthy changes in their
communities. Durlak (1997) reports that throughout each year, community task forces
were successful in their efforts to pass local ordinances regarding sales of alcohol to
minors, meet with local merchants about sale practices, and encourage local businesses to
offer discounts to students who pledged to be alcohol-free.
The effectiveness of Project Northland was tested with a research design using
school districts randomized to intervention or reference conditions (Williams et al.,
1999). Participating students in Project Northland reported less onset and prevalence of
alcohol use compared with students in the reference condition. Effects were stronger
with students who had not yet tried alcohol before the study. Intervention students who
were nonusers at baseline also reported significantly less cigarette and marijuana use, and
significantly greater self-efficacy (Flay, 2000).
The study conducted by Williams et al. (1999) made use ofMMPI-A scales in
order to assess clinical problems related to adolescents' alcohol and other drug use,
school functioning, and family functioning. Results showed significant reductions on the
MMPI-A Proneness scale for those participating in the project.
In addition to reduced alcohol-related problems, Project Northland appeared to
create an impact in other areas (Williams et al., 1999). For example, studies indicate that
the project was successful in increasing family communication about consequences of
drinking, increasing students' reasons to remain a nonuser, reducing peer norms and
influences for use, and introducing skills to resist peer influences. Program students were
significantly more likely than students in the reference condition to believe that many of
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their peers drank at the beginning of the intervention, and they were significantly less
likely to hold the same belief at the end of the intervention (Dudak, 1997).
Project Toward No Tobacco Use (Project T.N.T.). Project T.N.T. targets students
in the seventh grade. It is comprised of 10 core lessons and two booster sessions. The
program operates under the theory that students will be able to resist using tobacco
products who: (a) are aware of misleading social information, (b) have skills that
counteract the social pressures to achieve approval by using tobacco, and (c) appreciate
the physical consequences that tobacco use may have on their own lives (Family Health
Administration, 2002).
In a randomized experiment involving 6,716 seventh grade students from 48
junior high schools, Project T.N.T. showed the largest effects on behavior compared to
the control condition (Sussman et al., 1993). Students receiving Project T.N.T. reduced
initiation of cigarettes by 26% when one-year and two-year follow up outcomes averaged
together. Students also reduced their initiation of smokeless tobacco by 60%. Weekly or
more frequent cigarette smoking by students reduced by 30%, and weekly or more
frequent smokeless tobacco use was eliminated (Family Health Administration, 2002).
Critique of Research
The evaluation of drug prevention programs is often conducted by program
creators or directors and is seldom exposed to scientific rigor (Brown & Kreft, 1998;
Gorman, 1998; Sanjuan & Langenbucher, 1999). In regard to many of the skill-based
programs, like Life Skills Training, research has been limited to white, middle-class
participants and has been the subject of only limited longitudinal studies of program
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impact (Goldstein, Reagles, & Amann, 1990; McNamara, 1995; Winters, Latimer, &
Stinchfield, 1999).
Some authors argue that there exists a pattern of biased reporting in the research
literature (Brown & Kreft, 1998; Gorman, 1998). For example, Brown and Kreft (1998)
examined results for the Life Skills Training program and found that negative program
effects were not mentioned in the results section ofBotvin, Baker, Dusenbury, Botvin, &
Diaz's (1995) evaluation, only positive effects of other conditions were noted. Even
Botvin, the creator of the Life Skills Training program, has noted that additional research
is necessary in order to identify program variables (e.g., age of students, number of
training sessions, use of booster sessions, and instructional materials) that correlate with
prevention success (as cited in Fisher & Harrison, 2000).
In response to methodological criticisms of evaluation studies conducted during

the 1980s and early 1990s, Dusenbury and Falco (1995) assert that substance abuse
prevention research has adopted progressively more demanding methodology. Larger
samples, more sophisticated research designs, more thorough data analyses, greater
concern for implementation commitment and accuracy of assessment measures, and
longer follow-ups have begun to characterize prevention research designs. Studies are
further improving the replicability and consistency of findings across studies and research
groups.
Although there has been some improvement in research design, other issues
remain in the evaluation of prevention program effectiveness. Definitions of program
failure or success need to be clarified and consistent among studies. Currently,
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researchers differ in what constitutes program success (i.e., abstinence vs. decreased use).
Relapse prevention also requires rigorous evaluation since a consistent finding from
studies is that many people who receive treatment for substance problems use again after
leaving treatment (Fisher & Harrison, 2000). Finally, it should become more common
practice for data to be made available for secondary analyses by researchers not affiliated
with any of the programs (Brown & Kreft, 1998).
Summary of Research
Substance abuse prevention programs can work (Bosworth, 1997; Bukstein, 1995;
Dusenbury & Falco, 1995; Tobler, 1992). A significant amount of public and private
resources have been distributed to prevent youth from using substances (Bosworth,
1997). This has resulted in research that has identified effective prevention strategies
(Bosworth, 1997; Dusenbury & Falco, 1995; Hawkins et al., 1992). Yet, despite this
knowledge of successful programming, most schools are not currently using effective
substance abuse prevention curricula (Bukstein, 1995; Dusenbury & Falco, 1995).
Efforts to reduce the onset, use, and abuse of substances are most effective when
prevention programs involve multiple levels of influence, including peers, school
personnel, and community resources (e.g., parents, community leaders, media)
(Dusenbury & Falco, 1995; Durlak, 1997; McNamara, 1995). Also, prevention is most
likely to succeed when programs address multiple risk factors at both individual and
environmental levels (Botvin, 2000; Clayton et al., 1995; Hawkins et al., 1992; Pandina,
1996; Thomas & Schandler, 1996). Past research reveals that effective programs go
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beyond information giving and skill training to incorporate strategies for promoting
protective school environments and enhancing prosocial motivation (McNamara, 1995).
Essential to effective programming is an understanding of the relationship
between program methods and prevention audiences in order to provide a framework for
planning and evaluation (McNamara, 1995). The purposes and content of policy,
education, alternatives, and intervention/treatment/support activities should be adapted to
the needs of students in the primary, secondary, and tertiary prevention audiences.
Schools must carefully examine current theory and research in drug abuse
prevention. Because of the serious consequences and costs (Hawkins et al., 1992)
involved in adolescent substance abuse, schools must critically analyze their current
prevention program, other possible prevention programs, and evaluation research in order
to meet their students' needs. Likewise, in order to truly make these newer prevention
efforts more effective, programs must have comprehensive evaluations of outcomes and
use outside evaluators.
Implications for Future Research
Researchers must continue to increase their efforts to examine the effectiveness of
adolescent substance abuse prevention programming. Studies need more rigorous
experimental design and methodology (Bukstein, 1994, 1995), and this could include
comprehensive, standardized assessments before, during, and after programming with
assessment tools developed for adolescents, the use of control groups, longitudinal
outcome studies, replicability, and evaluation of efficacy with adolescents of varying
demographics.
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Little is known about the decision-making processes that schools participate in to
select their prevention programs. It is recommended that schools and districts apply
research-based decision-making to their selection and implementation procedures. An
examination of the relationship between schools' decision-making procedures and the
programs they employ is warranted.
Researchers also need to study the identification of more specific risk factors
which are responsive to specific, targeted interventions (Bukstein, 1995; Hawkins et al.,
1992). Currently, it is challenging to determine which risk factors or combination of risk
factors are most potent, which are changeable, and which are specific to drug abuse rather
than generic contributors to adolescent problem behaviors (Hawkins et al., 1992).
More research is also needed related to developmental patterns of substance abuse
among adolescents. Many adolescents experiment with one or more substances, yet most
move into adulthood without persistent substance abuse problems and without treatment
(Bukstein, 1995). Clarified definitions of substance abuse and methods of diagnosis for
adolescents are needed to understand these patterns (Bukstein, 1995; Winters et al.,
1999). Research should also focus on relevant differences between particular substances
of abuse and whether a broad definition of abuse fits for all substances in adolescents.
The role of other coexisting problems (e.g., emotional or psychiatric disorders) in
the development and persistence of substance abuse in youth is also important to future
research (Bukstein, 1995; Jorgensen & Salwen, 2000). Substance abuse may only be a
part of a larger behavioral and/or emotional problem. Both the substance abuse and
coexisting psychiatric problem become potential targets for intervention.
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There is also a need to study the schools' specific role in intervening with chronic
users. There is little research in the area of school-based treatment of adolescent
substance abuse (Carlson, 2001). These nontraditional treatments should be evaluated
further, especially with students in which more traditional approaches are not effective.
Issues that must be addressed in these studies are: funding and cost-effectiveness, training
and support for teachers and staff, commitment and involvement of host schools, and
certification of treatment staff. Also specific to treatment issues is the need for studies to
evaluate the efficacy of various approaches to determine which methods work best for
specific populations. Additionally, because relapse rates are generally high among
treatment completers (Alford, Koehler, & Leonard, 1991; Fisher & Harrison, 2000),
research is also needed in this area. It is clear that there are limitations to the current
information available on school-based treatment; however, these types of programs are
worthy of attention for possible future use in more schools.
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CHAPTER3
METHODOLOGY
Research Questions
This study focused on the examination of the types of programs in place in school
districts and whether districts are making progress toward their specified goals with those
programs. In particular, the study investigated prevention programming with the
following questions:
1. What substance abuse prevention programs are being generally employed in
school districts?
2. Are districts making progress toward their identified goals to provide a safe
and drug-free school environment?
3. What percentage of districts report using assessment data to influence their
decisions about program selection and implementation?
4. Are there identifiable differences between the quality of program used and the
occurrence of progress toward district goals?
5. Are there identifiable differences between the quality of program used and the
level of substance use prevalence reported within a district?
Participants
Annual Reports for the 2001-2002 school year were required to be turned in to the
Iowa Department of Education by September 15, 2002 (Iowa Department of Education,
2002b). Every school district is required to submit an Annual Report. A copy of the
reporting form is provided in the Appendix. A pilot study was conducted in order to
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determine the general number of annual reporting forms that were researchable. Because
about 47% of the forms sampled at that time (n = 40), were not considered researchable,
criteria for inclusion in the study was established. Districts must have had the following
information included on their annual report form in order to be included in this study: a
long range and annual improvement goal, baseline data, and current level data.
The number of total annual reporting forms turned in to the Iowa State
Department of Education was 323. Once the number of total usable forms was
established (n

=

216), the researcher categorized the forms into small (n

=

140), medium

(n = 45), and large (n = 31) districts. The BEDS enrollment figures for the 2001-2002

school year were consulted for the sampling procedure. Districts with

1,000 students

were considered small; districts with 1,001-2,000 students were considered medium;
districts with

2,001 students were considered large. The researcher randomly sampled

20% from each size category using a random table of numbers, resulting in a sample size
of 43 districts (small, n = 28; medium, n = 9; large, n = 6) across the state oflowa.
Selected districts were also categorized according to socioeconomic status (SES)
based on their free and reduced lunch figures for the 2001-2002 school year. Districts
with

30% of students on free and reduced lunch were considered low SES; districts

with 17-29% of their students on free and reduced lunch were considered medium SES;
districts with

16% of their students on free and reduced lunch were considered high

SES. The researcher also compared the proportion of high, medium, and low SES
districts in the sample to the number of high, medium, and low SES districts in the state.
The percentages in the sample were similar to the state percentages. Using the SES
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categories described above, 32% of the state's districts can be considered low SES, 48%
are medium SES, and 20% are high SES. Consult Tables 6, 7, and 8 for a reference to
district demographic data used in the sample.

Table 6

District Size Frequencies

Size

Frequency

Percent

Small

28

65%

Medium

9

21%

Large

6

14%

Note. Percentages were rounded.

Table 7

District Socioeconomic Status Frequencies

SES

Frequency

Percent

Low

12

28%

Medium

21

49%

High

10

23%

Note. Percentages were rounded.
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Table 8
District Socioeconomic Status within School Size

SES

Frequency

Percent

Small

Low
Medium
High

8
18
2

29%
64%
7%

Medium

Low
Medium
High

3
1
5

33%
11%
56%

Large

Low
Medium
High

1
2
3

17%
33%
50%

Size

Note. Percentages were rounded.

The researcher noted reasons for annual reporting forms to be unusable. Four
categories can generally describe the reasons that rendered a form nonresearchable.
Many districts reported that they were unable to report data because the most current
Iowa Youth Survey prevalence data was not available to them at the time the report was
due. However, districts were instructed to use multiple indicators to measure their
progress. Therefore, if Iowa Youth Survey data were unavailable, they were to have
utilized another indicator to measure progress (L. Miller, personal communication, March
18, 2003). Another reason why forms were considered unusable was a result of districts
reporting that they were not a Success 4 site. A district is considered to be a Success 4
site when they utilize the Success 4 program within their schools. This was another
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invalid reason for not reporting. All districts are required to report regardless of their
status as a Success 4 site (L. Miller, personal communication, March 18, 2003). The
third reason why forms were considered unusable was a result of districts reporting data
for only violence prevention programming. Districts may choose whether they report on
goals for specifically substance abuse prevention or violence prevention programming.
Finally, some districts simply did not adequately fill out their annual reporting form;
sections were left blank or data were reported qualitatively. For example, some districts
reported, "We have improved on our goals," without providing the kind of quantitative
data required to research actual progress. Consult Table 9 for the number of unusable
forms within particular categories.

Table 9
Explanations for Unusable Forms

Category

Frequency

Iowa Youth Survey

63

Inadequately Completed

27

Violence Prevention Program

11

Success 4

6
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Procedures
The purpose of this study was to examine Safe and Drug-Free Schools and
Communities Annual Report forms to determine the substance abuse prevention
programs generally being employed in school districts, if districts are making progress
toward their reported goals of safe and drug-free schools, if districts report that they use
these data to inform their decisions about program selection and implementation, to
identify possible distinctions between the quality of program used and the occurrence of
progress toward district goals, and to identify possible distinctions between the quality of
program used and the level of substance abuse prevalence reported within a district.
First, the researcher recorded responses from the Annual Report form to question
C, Program Elements of a Comprehensive Prevention Program, under part III, Public
School Programming: Districts must indicate the tobacco and ATOD prevention
curricula used by their schools as part of their comprehensive prevention program. These
data provided the researcher with information to determine the prevention programs
being used in Iowa school districts.
Second, the researcher examined page 1 of the Annual Report. Districts must
indicate the results of their assessments of progress made toward achieving their goals in
prevention programming. Districts identify long range and annual improvement goals,
indicators that the site is using to measure success, data sources, and results that describe
the level of progress toward meeting their goals.
Next, districts respond "yes" or "no" to the question, "Does your district use
assessment results to direct or influence your prevention effort?" The researcher
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recorded information presented in all of the above mentioned data fields to determine if
districts were making progress toward their reported goals of safe and drug-free schools
with their selected program(s), if districts report that they use these data to inform their
decisions about program selection and implementation, and ifthere are any distinctions
between the quality of programs used and the occurrence of progress toward district
goals.
Finally, the 2002 Iowa Youth Survey results were consulted to determine the
substance use prevalence data reported within the districts sampled. This information
was used to identify any differences between the quality of programs used and the level
of prevalence within districts.
Data Analysis
To answer the first research question, frequencies and percentages were reported
for the programs being used within districts. Use of programs were also reported within
elementary (i.e., grades K-6), junior high (i.e., grades 7-8), and high school (i.e., grades
9-12) levels.
When answering the second research question, frequencies and percentages were
provided first to determine the number of districts reporting progress toward their goals.
Second, a chi-square test was conducted to determine whether there are identifiable
differences between the type of indicator reported and the level of progress achieved.
The third research question was answered descriptively. Frequencies and
percentages were reported on the number of districts who report that they use assessment
data to influence their program decisions.
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The fourth research question was addressed through a chi-square test. Any
differences between the quality of programs used and the occurrence of progress toward
district goals were identified.
Finally, the fifth research question was addressed through a chi-square test. Any
differences between the quality of program used and the level of substance use
prevalence reported within the district using the 2002 Iowa Youth Survey data were
identified.
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CHAPTER4
RESULTS
The purpose of this study involved five objectives: (a) to determine the substance
abuse prevention programs generally being employed in districts; (b) to determine if
districts are making progress toward their reported goals of safe and drug-free schools;
(c) to determine if districts report using these data to influence their decisions about
program selection and implementation; (d) to identify any possible differences between
the quality of program used and the occurrence of progress toward district goals; and (e)
to identify any possible differences between the quality of program used and the level of
substance use prevalence in a district. For all chi-square analyses applied, findings were
considered significant at the .05 alpha level.
Substance Abuse Prevention Programs in Place
To answer the first research question, frequencies and percentages were reported
for the programs being used within districts. A total of 34 different programs were
reported to be used by districts. Many programs were used by more than one district, and
many districts employed more than one program throughout their schools. D.A.R.E. was
the most commonly used program among the districts sampled (n

= 31, 29%). Other

multiple program frequencies include: Quest (n = 17, 16%) and Life Skills (n = 7, 7%).
See Table 10 for program frequencies.
Programs were also separated by use in elementary (i.e., grades K-6), junior high
(i.e., grades 7-8), and high school (i.e., grades 9-12) levels. Some programs were used
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Table 10
Programs Used in District Sample

Program Name

D.A.R.E.
Quest
Life Skills
BABES
Project ALERT
TATU
Project TNT
Health Curriculum
HLAY2000
Iowa National Guard Curriculum
4-H Cares
AAA
All Stars
Boone County Curriculum
District Curriculum
Get Real about Tobacco
Girls' Circle
Growing Healthy
Kidability
Kids Power
Leaming to Live Drug Free
Lunch Bunch
Minnesota Tobacco Prevention
Project Charlie
Project Northland
Puppet Pals
Search Institute
Sex Respect
Skills for Growing
SOLD
Strengthening Families
TAC
Tar Wars
TWYSSA
Note. Percentages were rounded.

Frequency

Percent

31
17
7
6
6
6
3
2
2
2

29%
16%
7%
6%
6%
6%
3%
2%
2%
2%
1%
1%
1%
1%
1%

1
1
1
1

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

1
1

1%
1%
1%
1%
1%
1%

1%
1%
1%
1%
1%
1%
1%
1%
1%
1%
1%
1%
1%
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for more than one grade level; therefore, some programs are represented multiple times
across grade level. Essentially, substance abuse prevention programs were most
commonly used in the elementary grades in the districts sampled (n = 75, 63%). See
Table 11 for grade level frequencies and percentages.

Table 11

Program Frequencies within Grade Levels

Grade Level

Frequency

Percent

Elementary

75

63%

Junior High

30

25%

High School

13

11%

Not reported

2

2%

Note. Percentages were rounded.

Frequencies were also recorded for the number of times a particular quality of
program was used. Of the 106 reported frequencies for program use, ineffective or
inadequately researched programs represented 64% (n

= 68) of the programs used among

districts. See Table 12 for program frequencies within quality categories.
Progress toward Goals
The 43 sampled districts had a total of 117 indicators written to measure their
progress toward short- and long-term goals using their various prevention programs.
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Table 12

Program Frequencies within Quality Categories

Program Quality

Frequency

Percent

Ineffective or Inadequately
Researched

68

64%

Promising

20

19%

Exemplary

18

17%

Note. Percentages were rounded.

Indicators were separated into four categories. The categories included: prevalence,
school climate, discipline/behavior, and other. Within the prevalence category, indicators
included reports of both substance use prevalence and violence prevalence. Prevalence
indicators were usually measured through self-report surveys. The school climate
category included indicators that report on improving the school environment and
developing students' personal assets. Examples of methods in measuring climate
indicators included: student and staff self-report surveys, number of participants in
student clubs, and number of citizenship awards. The discipline/behavior category
included such data as: detentions, suspensions, expulsions, school policy and conduct
violations, court referrals, and truancy rates. Examples of methods in measuring
discipline/behavior indicators included: office records for number of general discipline
referrals, office records for number of discipline referrals related to substance use,
attendance rates, and documentation of court referrals.
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The "other" category was not included in statistical analysis because the category
was too heterogeneous to provide meaningful information. Some examples of indicators
within the other category included: dropouts, graduation rates, program implementation,
public relation material, and measures of ATOD knowledge. After the indicators
categorized as "other" were removed from analysis, 81 indicators remained.
When analyzing the level of progress achieved with a particular indicator,
progress was divided into four categories: low, medium, high, and no change or
regression. Districts were required to report a percentage change experienced between
their baseline data and current data on their specific indicators. A low percentage change
was considered to be ~ 32%; a medium percentage change was considered to be 33-65%;
a high percentage change was considered to be ~ 66%.
Of the 81 remaining indicators, most districts reported only low levels of change
(n

= 33, 41 %) toward goals. Many districts reported indicators with no change toward

goals or regression from goals (n = 24, 30%), and very few districts reported indicators
with a high level of change toward goals (n = 6, 7%). See Table 13 for a summary of
reported progress.
To examine any identifiable differences between the type of indicator used and
the level of progress achieved, a chi-square analysis was applied. However, four cells
(33.3%) had an expected count less than 5 (the minimum expected count was 1.41),
which violated an assumption of chi-square regarding the minimum expected cell
frequency. To address this concern, the categories oflow, medium, and high progress
were collapsed into one category. Therefore, districts were assigned to one of two
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Table 13

Number ofIndicators Demonstrating Progress toward Goals

Level of Progress

Frequency

Percent

Low

33

41%

Medium

17

21%

High

6

7%

No change or Regression

24

30%

Note. Percentages were rounded.

categories: progress or no change/regression. There were no significant findings to
differentiate between the type of indicator measured and the occurrence of progress, x,2(2,

N= 81) = .898,p = .638. See Table 14 for a summary ofresults.
Use of Assessment Data
On the Annual Report form, districts were to respond "yes" or "no" to the
question, "Does your district use assessment results to direct or influence your prevention
effort?" Most districts responded "yes" to this question; whereas, other districts
responded "no" or did not respond at all. See Table 15 for a summary ofresponses.
Quality of Programs and the Occurrence of Progress
When answering the fourth research question, districts were required to be
categorized according to progress toward indicators. Most districts reported more than
one indicator; therefore, it was necessary to categorize based on a preponderance of

76

Table 14
Indicator by Progress Crosstabulation

Indicator

Progress

No Progress or Regression

Total

Prevalence
Count
Expected Count
% within Indicator
% within Progress
% of Total

16
16.9
66.7%
28.1%
19.8%

8
7.1
33.3%
33.3%
9.9%

24
24.0
100.0%
29.6%
29.6%

School Climate
Count
Expected Count
% within Indicator
% within Progress
% of Total

15
13.4
78.9%
26.3%
18.5%

4
5.6
21.1%
16.7%
4.9%

19
19.0
100.0%
23.5%
23.5%

Discipline/Behavior
Count
Expected Count
% within Indicator
% within Progress
% of Total

26
26.7
68.4%
45.6%
32.1%

12
11.3
31.6%
50.0%
14.8%

38
38.0
100.0%
46.9%
46.9%

57
57.0
70.4%
100.0%
70.4%

24
24.0
29.6%
100.0%
29.6%

81
81.0
100.0%
100.0%
100.0%

Total
Count
Expected Count
% within Indicator
% within Progress
% of Total

progress in order to complete a chi-square analysis against the quality of programs being
used within districts. There were five categories that a district could be assigned to,
including: equal mix, all indicators demonstrate progress, most indicators demonstrate
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Table 15
SelfReported Use ofAssessment Data to Influence Decision-Making

Response

Frequency

Percent

Yes

38

88%

No

1

2%

Not reported

4

9%

Note. Percentages were rounded.

progress, most indicators demonstrate no change or regression, and all indicators
demonstrate no change or regression. Five districts had an equal mix of programs, and
the equal mix category was excluded from statistical analysis because it would not
provide meaningful information regarding any differences between program quality and
progress toward goals.
Programs that were reported as being used in districts were categorized into three
groups of quality: exemplary, promising, and inadequately researched or research
indicates ineffective. Placement of programs into these groups was based on the Safe and
Drug-Free Schools Expert Panel's (2001a & b) identification of exemplary and promising
programs and also on the comprehensive literature review conducted as part of this study.
The justification for this is that research conducted by the author of this study generally
corroborated with the findings established by the Expert Panel.
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Programs submitted to the Safe and Drug-Free Schools Expert Panel (1999) were
judged according to seven criteria within the categories of evidence of efficacy, quality of
program, educational significance, and usefulness to others. Within some of the criteria
are conditions that further explain the requirements of the program in order to be
considered exemplary or promising. Refer back to Table 4 for a summary of criteria for
evaluation.
As previously stated, in order to be identified as an exemplary program, submitted
programs had to receive a rating of "3" on criterion 1, a "2" or higher on criteria 2-7, and
a "3" on at least 3 of the criteria 2-7. In order to be identified as a promising program,
submitted programs had to receive a rating of"2" or higher on criteria 1-5, a "l" or
higher on criteria 6 and 7. A rating of"l" is given to a criterion if the material presented
is weak and significant work is needed to supplement or correct it. A rating of "2" is
given ifthere is evidence that the conditions are met. A rating of"3" is given ifthere is
strong evidence overall that the conditions are met. Additionally, exemplary programs
had to have at least one evaluation that demonstrated an effect on substance use one year
or longer beyond baseline. Promising programs had to have findings from at least one
evaluation demonstrating an effect on substance use or one or more risk and protective
factors that research has established as major predictors of these behaviors (Expert Panel,
1999).
Once programs were categorized, districts were categorized based on the type of
program that was most predominately used within its schools. Districts, oftentimes,
utilized more than one program within its schools. The number of grades that a program
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targeted was recorded in order to determine what type of program was used most in a
district. Each district was then categorized into one of five groups: all ineffective or
inadequately researched programs, mostly ineffective or inadequately researched
programs, mostly promising or exemplary programs, all promising or exemplary
programs, and equal mix. Assignment to the equal mix category occurred when a district
provided an ineffective or inadequately researched program and a promising or
exemplary program to the same number of grades in the district. When conducting the
chi-square analysis, the equal mix category was not included in the testing.
To address whether any significant differences existed between the quality of
programs in used in a district and the occurrence of progress toward goals in a district, a
chi-square analysis was applied. Districts were categorized based on the type of program
that was most predominately used within its schools and according to the progress
achieved with all of their stated indicators. However, 14 cells (87.5%) had an expected
count less than5 (the minimum expected count was .19), which violated an assumption
of chi-square regarding the minimum expected cell frequency. To address this concern,
the four categories of progress were collapsed into two categories: (a) all or most
indicators demonstrate progress, or (b) all or most indicators demonstrate no change or
regression. Likewise, the four categories of program quality were collapsed into two
categories: (a) all or mostly ineffective or inadequately researched programs or (b) all or
mostly promising or exemplary programs. When this chi-square analysis was applied,
one cell (25%) still had an expected count less than five (the minimum expected count
was 3.75). This particular cell was the crosstabulation between all or mostly promising
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or exemplary programs and all or mostly no change or regression on indicators. There
were no significant findings to differentiate between the districts' quality of programs and
the occurrence of progress, x2(1, N= 32) = 3.142,p = .076. See Table 16 for a summary
of results.
Quality of Programs and Level of Substance Use Prevalence
To address whether any significant differences existed between the quality of
programs used in a district and the level of substance use prevalence reported in a district,
a chi-square analysis was applied. Districts were categorized based on the type of
program that was most predominately used within its schools and the level of prevalence
reported on the 2002 Iowa Youth Survey. Two categories were used for the quality of
programs used within a district: (a) all or mostly ineffective or inadequately researched
programs, and (b) all' or mostly promising or exemplary programs. If districts had an
equal mix of ineffective or inadequately researched programs and promising or
exemplary programs, they were not included in this analysis. Five districts had an equal
mix of program quality; therefore, 38 districts were included in this analysis.
The level of prevalence within districts as reported by the 2002 Iowa Youth
Survey was categorized into two categories based on a comparison to state-wide
prevalence rates. The first category included districts with prevalence rates at or below
the state average prevalence rate. The second category included districts with prevalence
rates above the state average prevalence rate. Because the Iowa Youth Survey reports
percentages of prevalence rates separately for tobacco products, alcohol, and other drugs,
prevalence rates for any tobacco (i.e., cigarettes, cigars, or smokeless tobacco), alcohol,
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Table 16
Program Category by Progress Category Crosstabulation

All or Most Indicators Demonstrate
Program
Category

Progress

All or Mostly Ineffective or
Inadequately Researched
Count
Expected Count
% within Program
% within Progress
% of Total

13.8
55.0%
50.0%
34.4%

All or Mostly Promising or
Exemplary
Count
Expected Count
% within Program
% within Progress
% of Total

No Change or Regression

Total

9
6.3
45.0%
90.0%
28.1%

20
20.0
100.0%
62.5%
62.5%

8.3
91.7%
50.0%
34.4%

1
3.8
8.3%
10.0%
3.1%

12
12.0
100.0%
37.5%
37.5%

22
22.0
68.8%
100.0%
68.8%

10
10.0
31.3%
100.0%
31.3%

32
32.0
100.0%
100.0%
100.0%

11

11

Total
Count
Expected Count
% within Program
% within Progress
% of Total

and any drug (i.e., amphetamines, cocaine, inhalants, marijuana, methamphetamines,
steroids, and any other illegal drug) were each analyzed separately against the quality of
programs used within districts. The Iowa Youth Survey also provides prevalence rates
for "current use" and "ever used." "Current use" prevalence rates include all students

82

who indicated that they had used a substance in the past 30 days (Iowa Consortium for
Substance Abuse Research, 2003). "Ever used" prevalence rates include all students who
indicated that they had ever used any substance. Because this study focuses on the
programs in place during the 2001-2002 school year, the current use prevalence rates,
rather than the ever used prevalence rates, will be examined.
The state prevalence rate for any tobacco was 13% (Iowa Consortium for
Substance Abuse Research, 2003). Therefore, districts within this study were categorized
into one of two categories: (a)

13% or (b)

14%. The state prevalence rate for alcohol

was 22%. Therefore, districts within this study were categorized into one of two
categories: (a)

22% or (b)

23%. The state prevalence rate for any drug use was 9%.

Therefore, districts within this study were categorized into one of two categories: ( a)

9% or (b)

10%.

In regard to program quality and tobacco prevalence, there were no significant
findings to differentiate between the districts' quality of programs and the level of
tobacco prevalence,

x2(1, N= 38) = .122,p = .727.

See Table 17 for a summary of

results.
In regard to program quality and alcohol prevalence, there were no significant
findings to differentiate between the districts' quality of programs and the level of
alcohol prevalence,

x2(1, N = 38) = 2.331,p = .127.

See Table 18 for a summary of

results.
In regard to program quality and any drug use prevalence, there were no
significant findings to differentiate between the districts' quality of programs and the
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Table 17

Program Category by Tobacco Prevalence

Program Category

13%

14%

Total

All or Mostly Ineffective or
Inadequately Researched
Count
Expected Count
% within Program
% within Prevalence
% of Total

12
13.0
46.2%
63.2%
31.6%

14
13.0
53.8%
73.7%
36.8%

26
26.0
100.0%
68.4%
68.4%

All or Mostly Promising or
Exemplary
Count
Expected Count
% within Program
% within Prevalence
% of Total

7
6.0
58.3%
36.8%
18.4%

5
6.0
41.7%
26.3%
13.2%

12
12.0
100.0%
31.6%
31.6%

19
19.0
50.0%
100.0%
50.0%

38
38.0
100.0%
100.0%
100.0%

Total
Count
19
Expected Count
19.0
% within Program
50.0%
% within Prevalence 100.0%
50.0%
% of Total

level of any drug use prevalence, x2cl, N= 38) = .100,p = .752. See Table 19 for a
summary of results.
Summary of Results
D.A.R.E. was the most commonly used program among the districts sampled.
Substance abuse prevention programs were most commonly used in the elementary
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Table 18
Program Category by Alcohol Prevalence

Program Category

22%

23%

Total

All or Mostly Ineffective or
Inadequately Researched
Count
Expected Count
% within Program
% within Prevalence
% of Total

11
13.7
42.3%
55.0%
28.9%

15
12.3
57.7%
83.3%
39.5%

26
26.0
100.0%
68.4%
68.4%

All or Mostly Promising or
Exemplary
Count
Expected Count
% within Program
% within Prevalence
% of Total

9
6.3
75.0%
45.0%
23.7%

3
5.7
25.0%
16.7%
7.9%

12
12.0
100.0%
31.6%
31.6%

Count
20
Expected Count
20.0
% within Program
52.6%
% within Prevalence 100.0%
52.6%
% of Total

18
18.0
47.4%
100.0%
47.4%

38
38.0
100.0%
100.0%
100.0%

Total

grades. Ineffective or inadequately researched programs represented the majority of
programs used among districts. Most districts reported only low levels of change toward
goals, while very few districts reported indicators with a high level of change toward
goals. Most districts responded "yes" on the Annual Report form to the question, "Does
your district use assessment results to direct or influence your prevention effort?"
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Table 19
Program Category by Any Drug Use Prevalence

Program Category

9%

10%

Total

All or Mostly Ineffective or
Inadequately Researched
Count
Expected Count
% within Program
% within Prevalence
% of Total

16
15.1
61.5%
72.7%
42.1%

10
10.9
38.5%
62.5%
26.3%

26
26.0
100.0%
68.4%
68.4%

All or Mostly Promising or
Exemplary
Count
Expected Count
% within Program
% within Prevalence
% of Total

6
6.9
50.0%
27.3%
15.8%

6
5.1
50.0%
37.5%
15.8%

12
12.0
100.0%
31.6%
31.6%

Count
22
Expected Count
20.0
% within Program
57.9%
% within Prevalence 100.0%
% of Total
57.9%

16
16.0
42.1%
100.0%
42.1%

38
38.0
100.0%
100.0%
100.0%

Total

Results from this study did not demonstrate any statistically significant
differences between the quality of programs used within a district and progress achieved
toward goals or substance use prevalence. Also, statistically significant differences were
not found when examining the types of indicators used to measure progress toward goals
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and the level of progress achieved toward goals. Chapter 5 will provide a discussion of
the findings.
Limitations
As with any study, this study had some limitations. First, the Annual Progress
form can be improved so that districts are better able to provide accurate information.
While gathering data from the forms, the researcher noted some problems. As discussed
earlier, many forms were unresearchable because of inadequate information. In addition
to this, many researchable forms reported indicators and data sources that did not seem to
measure the goal intended. For example, one district reported long range goals, which
included: students will care for self and others, students will increase understanding of
importance of making correct decisions regarding substance abuse, and students will
demonstrate improved respect of their peers. The indicators reported to measure those
goals were: all students will graduate from D.A.R.E., and office referrals and the percent
of code of conduct violations will be reduced.
Also, districts reported the same indicator for multiple programs and across
multiple schools and grade levels. This could be based on an assumption that all of the
reported programs in use in that district purport to improve the stated indicator. For
example, one school reported a goal and indicator to decrease the number of incidences
of drug and alcohol violations, yet the only program reportedly in place within that
district to address substance use prevention was Get Real about Tobacco. Previously in
Chapter 2, the goals of Get Real about Tobacco were described, and all three goals target
tobacco use only. Another example involved a district which implemented Life Skills
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and T.A.T.U. in its schools and reported goals to decrease the number of behavior
infractions related to bathroom conduct and running in the hallways. Yet another
example was when districts reported to be using a program, such as D.A.R.E., and their
indicators targeted a reduction in office referrals for behavior incidents. Does the
D.A.R.E. curriculum state that it aims to decrease behavioral incidents? Perhaps
discipline problems can be perceived of as a risk factor for substance use, therefore, if
substance use decreases, so will behavioral incidents. However, it may be beneficial for
a district to not only measure behavior incidents, but to also more directly measure actual
substance use prevalence within its student population receiving the substance use
prevention program in order to improve program evaluation.
Another problem noted in regard to the manner in which districts filled out their
Annual Progress forms was that districts incorrectly and inconsistently reported numbers
and percentages when completing baseline, current level, and percent change sections on
the form. For example, if a district reported a 2% baseline and a 5% current level, the
percent change should be 150%; however, some districts reported an incorrect 3%
change. When this occurred, the researcher adjusted the percent change to reflect the
correct number. However, difficulties arose when districts reported numbers for their
baseline and current level data and a percentage for their percent change data. For
example, if a district reported a "14" for baseline and an "8" for current level, it could
only be presumed that the "57.4%" reported as percent change was correct.
The inconsistencies and problems detected within many of the district's Annual
Progress forms affect any conclusions that can be made about the kind of actual progress
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achieved toward goals. The various assignments to categories could have been affected,
and, in tum, influenced the statistical analyses. Not only should the forms be improved
so that it is clear to districts what kind of reported data are desired, but continued training
and assistance offered by the Iowa State Department of Education should be provided to
districts in completing the forms.
Another limitation of the study was that the sample size was too small. It was, at
first, determined that a 20% sample size would be sufficient. However, problems arose
during data analysis that caused the researcher to believe that a larger sample size would
have been warranted. When conducting the chi-square tests, there were not enough
frequencies in some cells when using the original categories. Categories were collapsed
to correct this problem, which limited the kind of information that can be gathered from
more detailed categories.
An obstacle that may have contributed to the low frequency cells was that some
districts were categorized as an "equal mix" for program categories (n

= 5), some

indicators were categorized within the "other" category (n = 15), and some indicators did
not have data recorded to measure progress (n = 22). When this occurred, the researcher
did not include these categories in the statistical analyses, therefore, possibly contributing
to the low expected count within the chi-square cells.
Finally, caution must be taken when interpreting results that involve categorizing
progress according to "low," "medium," and "high" labels. The levels of progress were
categorized according to percentage changes between baseline and current levels. When
percents are based on a small baseline number, a change of only one or two numbers
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would have a very large impact on the percents reported, resulting in a "high" level of
progress. Percents that are based on a large baseline number and experience a small
increase would have a "low" level of progress, which can be deceiving. For example, if a
district's goal is to increase the number of students who self-report that they feel
competent in using drug-refusal skills, and their baseline is 98%, current level is 99%,
then the percent change would be 1%, which is considered "low." However, 98% and
99% reflects a very high number of students reporting positively to their assessment.
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CHAPTERS
DISCUSSION
The purpose of this study was to investigate the types of programs in place in
school districts, specifically in Iowa, and whether districts are making progress toward
their specified goals with those programs. The level of substance use prevalence within
districts was also identified in order to determine any differences between the level of
prevalence within a district and the quality of programs in place. A content analysis
research study was conducted using the Iowa State Department of Education's 2001-2002
Annual Progress Report forms and the 2002 Iowa Youth Survey district data. Forty-three
districts were included in the sample. In this chapter, the findings are discussed,
implications of these findings are explored, and suggestions for further research are
offered.
Discussion of Findings
Substance Abuse Prevention Programs in Place
There were a total of 34 different programs being used within this sample of
school districts across the state oflowa. The popularity of D.A.R.E. seems to continue,
as the most commonly used program among the districts sampled was D.A.R.E. The next
two most frequently used programs were Quest and Life Skills. Although results indicate
that the majority of programs being used are ineffective or inadequately researched, it is
important to note that the second and third most commonly used programs are promising
and exemplary, respectively. Many of the programs listed were unknown to the
researcher and not represented in published research (e.g., Iowa National Guard
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Curriculum, district curriculum, Get Real about Tobacco, Lunch Bunch). The majority of
substance abuse prevention programs were targeting the elementary grades (i.e., K-6).
This may be a result of the large number of districts utilizing the D.A.R.E. program,
which usually targets fifth and/or sixth grades.
Progress toward Goals
When examining the level of progress achieved toward goals, the researcher noted
the number of indicators that produced low, medium, or high progress. The majority of
indicators produced a low level of progress. Surprisingly, the next most commonly noted
category of progress within schools was no change or regression away from goals. Very
few districts reported a high level of progress toward goals. It must be kept in mind,
however, that the levels of progress were categorized according to percentage changes
between baseline and current levels.
No significant differences were found between the type of indicator used and the
occurrence of progress. However, most indicators achieved some kind of progress
toward goals. It does not seem to matter what the indicator intends to measure when
examining impact on progress. The most common type of indicator addressed
discipline/behavior, then prevalence, and lastly, school climate.
Use of Assessment Data
Most districts reported that they use assessment results to direct or influence
prevention efforts. It was to be expected that most districts would report that they
participate in this activity. Caution must be used in interpreting this result since selfreported behaviors are always subject to falsification. Furthermore, with the high number
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of inconsistencies and problems noted within the districts' reports, it would be suspicious
to assume that the data reported provided adequate information to guide programming
decisions and evaluation.
Quality of Programs and the Occurrence of Progress
Although there were no statistically significant findings to differentiate between
the districts' quality of programs and the occurrence of progress, important information
can be taken from the analysis. One cell in the chi-square test had an expected count less
than five, and it is interesting to note that this cell was the crosstabulation between "all or
mostly promising or exemplary programs" and "all or mostly no change or regression on
indicators." There were not enough frequencies in which promising or exemplary
programs experienced no change or regression on their indicators. It is also interesting to
note that, overall, both categories for quality of programs (i.e., "all or mostly ineffective
or inadequately researched programs" and "all or mostly promising or exemplary
programs") experienced progress on indicators most often, rather than "no change or
regression." However, the "all or mostly promising or exemplary" program category
experienced progress on 91.7% of indicators; whereas, the "all or mostly ineffective or
inadequately researched" program category experienced progress on only 55.0% of
indicators.
Quality of Programs and the Level of Substance Use Prevalence
When examining any differences between districts' program category and level
of any tobacco current use prevalence, there were no statistically significant findings.
However, it may be of value to note that the most frequencies occurred within the
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program category, "all or mostly ineffective or inadequately researched," and the higher
category of prevalence, which is simply a higher rate of prevalence than the state's
average for any tobacco current use. The lowest number of frequencies occurred within
the program category, "all or mostly promising or exemplary," and the higher category of
prevalence.
When examining any differences between districts' program category and level of
alcohol current use prevalence, there were no statistically significant findings. However,
it may be of value to note that the most frequencies occurred within the program
category, "all or mostly ineffective or inadequately researched," and the higher category
of prevalence, which is simply a higher rate of prevalence than the state's average for
alcohol current use. The lowest number of frequencies occurred within the program
category, "all or mostly promising or exemplary," and the higher category of prevalence.
When examining any differences between districts' program category and level of
any drug current use prevalence, there were no statistically significant findings. The
most frequencies occurred within the program category, "all or mostly ineffective or
inadequately researched," and the lower category of prevalence, which is simply at or
below the state's rate of prevalence for any drug current use. The lowest number of
frequencies occurred within the program category, "all or mostly promising or
exemplary," and both the lower and higher category of prevalence; the frequencies
between the two categories of prevalence were equal. Perhaps what these data reflects is
that many programs target specifically tobacco only, alcohol only, or tobacco and
alcohol.
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Finally, there are many factors not addressed in this study that can affect the
experience of progress toward goals addressing substance use prevention. Assumptions
sometimes cannot be made without knowing whether programs are being implemented
and evaluated with integrity. Also, many researchers differ in what actually constitutes
program success (i.e., abstinence from use or decreased use), which causes difficulty in
assigning districts to categories of progress. Furthermore, the many limitations of this
study should cause the reader to interpret the results of this study with caution.
Implications for School Psychology
Perhaps what is most apparent as a result of this study is that schools can benefit
from assistance and training in program selection, implementation, data collection, and
evaluation. School psychologists have many of the skills required for adolescent
substance abuse prevention program design and implementation. According to
McNamara (1995), school psychologists are familiar with the ongoing structures,
organizations, and routines of school functioning and "play a dual role of 'inside expert'
and 'outside consultant,' bringing knowledge ofresearch on the role of AOD risk and
protective factors and components of effective programs" (p. 380).
McNamara (1995) identifies key areas in which school psychologists can offer
expertise, including needs assessment, comprehensive program planning, curriculum
design, collaboration, training, early identification, intervention, and evaluation. School
psychologists can be of significant help in assessing the needs of a school in substance
abuse prevention. Surveys, interviews, and data from school records can be used to
understand the extent of the substance abuse problem and to develop target areas for
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prevention activities. A needs assessment can be used to develop baseline data for
comparison following implementation of a program, develop problem statements,
establish prevalence data, assess student attitudes, and identify risk factors.
To aid in comprehensive program planning and curriculum design, the school
psychologist assists staff in developing long- and short-term goals, objectives, and
resources (McNamara, 1995). Curriculum selection, implementation, and evaluation are
also areas in which staff can find assistance in the school psychologist. A team approach
utilizing collaboration that includes a school psychologist is the most effective method
for program design and implementation. School psychologists can also serve as trainers,
facilitators of support groups, and links to training resources in the community
(McNamara, 1995).
School psycho lb gists can assist schools in evaluation of the scope and
effectiveness of substance abuse prevention programs (McNamara, 1995). This would
include gathering information about the number of student participants, background
characteristics of participants, activities included in the program, number of school staff
and community members involved in programs, and resources allocated to programs; and
reflecting on data about student knowledge and attitudes, prevalence, feedback on
program effects, student achievement, school climate, attendance, and disciplinary
referrals related to substance use. These data can be gathered through questionnaires,
interviews, observations, and reviews of documents.
Finally, the population served by school psychologists may exhibit patterns of
early school failure, rebelliousness, lack of commitment to school, deficits in
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interpersonal skills, behavior problems, and association with deviant peer groups. Each
of these are potential risk factors for substance abuse (Hawkins et al., 1992; Pandina,
1996; Thomas & Schandler, 1996). The school psychologist can serve as an early
identifier of students-at-risk for substance abuse before the impact of risk factors
becomes devastating.
The impact the school psychologist can have assisting in substance abuse
prevention is tremendous. This involvement promotes effective programming,
prevention, and intervention of adolescent substance abuse.
Summary of Discussion
In summary, statistical differences were not found in this study related to program
quality and the occurrence of progress; nevertheless, programs that the literature has
found to be ineffective or inadequately researched were most commonly represented
within the districts sampled. Additionally, schools most often reported a low level of
progress achieved with their indicators to measure goals for a safe and drug-free
environment.
The prevalence of adolescent substance abuse warrants attention from all
educators. The way in which schools conduct their research directly affects
programming decisions. It is imperative that schools make a more conscious effort to
analyze the integrity of program implementation and evaluation in order to determine
whether they are making adequate progress to meet their students' needs.
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Future Directions
In response to the difficulties related to this study, some directions for future
research are outlined. First, a larger sample may be warranted in order to produce more
reliable results using chi-square analyses. Also, sampling from schools, rather than
districts, would improve the methodology of categorizing based on quality of programs
and level of progress achieved. When districts used multiple programs, it was difficult to
categorize based on program quality and to make conclusions about progress toward
multiple indicators across multiple programs within multiple schools in a district.
If a sample of schools was utilized, rather than districts, the researcher could
employ his/her own survey and more easily conduct follow-up interviews to clarify
answers or encourage discussion for a more complete qualitative analysis. For example,
follow-up interviews could provide more information on the ways in which schools use
their assessment data to influence their program decision-making.
For future research, the first page of the Iowa State Department of Education's
Annual Progress Report forms could be improved, on which districts report their goals,
indicators, and data indicating progress achieved. The form should be accompanied by
explicit directions. For example, it should be made clear to districts whether they should
report numbers or percentages in various data fields. Reminders could be included that
prompt schools to measure their goals with a variety of indicators in order to avoid the
occurrence of districts that do not report data as a result of unpublished Iowa Youth
Survey data. Most importantly, training and assistance in goal writing, data collection,
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and evaluation would be very beneficial to all districts in order to improve the quality of
their completed Annual Progress Report forms.
In general, the diffusion of effective school-based substance abuse prevention
programs needs to be evaluated. Future research should address how schools plan for the
implementation of prevention programs, what types of incentives increase program
implementation, how communities could be motivated to support schools in the
implementation of effective programs, and what types of organizations are effective
change agents (Rohrbach, D'Onofrio, Backer, & Montgomery, 1996).
Researchers must continue to increase their efforts to examine the effectiveness of
adolescent substance abuse prevention programming. Likewise, schools must also
carefully examine current theory and research in substance abuse prevention. Schools
should participate in analyzing their current prevention programs with quality indicators
and data sources. Finally, prevention programs being used should have comprehensive
evaluations of outcomes in order to reflect more research-based decision-making within
the schools.
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Iowa Department of Education
Grimes State Office Building
Des Moines, Iowa 50319

Annual Report SDFSC FY 2001-2002
District Name/Number: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
County Name: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
Person Completing the Form: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

Please Submit By September 15, 2002 to:
Linda E. Miller
Iowa Department of Education
Phone 515-281-4705

I. Annual Progress 2001-2002

The following questions apply to public schools only and must be completed by each school district (even if a district is a part of a consortium).
Evidence and Reporting ofEffectiveness: Please indicate the results of your assessment of progress made toward achievement of your CSIP goals ..
A. GOAL AREA:
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Directions: Please complete the following summary for Safe & Drug Free Schools. In the left column, identify each CSIP long range and annual Improvement goal for the
site that focuses on social, emotional, intellectual or behavioral development or a safe, supportive teaming environment (culture/climate). In the middle column, identify the
indicator(s) (see attached definitions) that the site is using to measure success in meeting its goal(s). In the right hand columns, enter data sources and the actual data that
describes the level of progress toward meeting their goal(s).
Results (Record Actual Data)
Personal/Social or Safe,
Supportive Environment Goal(s)

lndlcator(s)

Data Source(s)
Baseline

Current Level
(as measured in

% Change(+ or-)

2001-2002)

•
•

Does your district use assessment results to direct or influence your prevention effort?
Reporting to the Public: Does your district keep staff, students, parents, and the wider community informed of assessment results and
program progress and effectiveness?

Iowa Department of Education

1 of 6

YES

YES

NO
NO
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II.

Public School Participation
Elem.

A. NUMBER OF SCHOOLS THAT PROVIDED PREVENTION SERVICES: On the top row,

Middle

High

please indicate the number of elementary, middle school/jr. high, and high schools in your district.
In the middle row, please write the number of those schools that provided prevention services to
students paid for in whole or in part with FY 2001-2002 SDFSC funds. In the bottom row,
write the number of students in the schools that provided prevention services to students paid for
in whole or in part with FY 2001-2002 SDFSC funds.

B. SDFSC ADVISORY COMMITTEE: Please indicate the type and levels of involvement of your SDFSC Advisory Committee in
your district's prevention efforts.
Low
None
Med.
High
1.

Providing input in the district's SDFSC grant application (i.e., CSIP)

2.

Disseminating information about the district's V/TOBACCO/ATOD prevention
program.

3.

Advising the district in the implementation of programs, projects, and activities

4.

Reviewing program evaluations and making recommendations

III. Public School Programming
A. TYPES OF PROGRAMS/SERVICES PROVIDED: (Paid for whole or in part with FY 2001-2002 SDFSC funds and aligned
with Expenditures) Please take this information from your district's SDFSC budget page.
4all that app1y
l
1. Curriculum Development and Acquisition
2. Teacher and StaffTraining
3. Student Instruction -Alcohol, Tobacco, and Other Drug (ATOD) Prevention
4. Student Instruction - Violence Prevention
5. Youth Leadership Groups/Training
6. Conflict Resolution/Peer Mediation
7. Mentoring Programs
8. Peer Counseling
9. Community Service Projects
10. Student Support Services (e.g., student assistance programs, B.A.T.s, counseling, identification and referral)
11. Alternative Education Programs
12. Before and After School Programs
13. Services for Out of School Youth
14. Special One-Time Events
15. Parent Education and Involvement
16. Security Equipment }
Combined are 20% or less of total expenditures
17. Security Personnel
18. Evaluation
B. FRAMEWORKS FOR COMPREHENSIVE PROGRAMMING: Please indicate what, if any, framework your district uses
to integrate your substance abuse and violence prevention efforts:
4what aoolies
I. None
2. America's Promise (5 Pormises)
3. Hawkins and Catalano's Risk and Protective Factors (Communities That Care)
4. Search Institute's Assets
5. Success4 Critical Elements
6. Other:

lnw:-. n~.n:-trtml"nt of Fti,,r.~tiori
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C. PROGRAM ELEl\lENTS OF A COMPREHENSIVE PREVENTION PROGRAM:
Please indicate the tobacco and ATOD prevention cunicula used by your district
as part of your comprehensive prevention program.

Curricula
Used:
Please4

4 a II t hat app1y
Grade
Levels

FUNDING
SOURCE
SDFSC Other

1. None
2. All Stars
3. BABES (Beginning Alcohol/Addictions Basic Education)
4. DARE
5. Get Real About Tobacco
6. Here's Looking At You 2000
7. Learning to Live Drug-Free
8. Life Skills Training (Botvin)
9. Quest
10. Other:

Please indicate the violence prevention curricula used by your district as part of
your comprehensive prevention program.
1.

Cunicula
Used:
Please 4

Grade
Levels

FUNDING
SOURCE
SDFSC Other

None

2. ART. (Aggression Replacement Training)
3. Character Education (Specify) _ _ _ _ _ _ _ _ _ _ _ _ _ __
4. Conflict Management Training (Specify)_ _ _ _ _ _ _ _ _ __
5.

Conflict Resolution (Specify) _ _ _ _ _ _ _ _ _ _ _ _ __
Get Real About Violence
Second Step: A Violence Prevention Curriculum
Social Skills Training (Specify)_ _ _ _ _ _ _ _ _ _ _ _ __
Quest
10. Other:

6.
7.
8.
9.

Please indicate if the prevention curricula purchased and/or developed by your district address any of the
following areas:
4all th at app1y
1. Helps students recognize internal pressures, like stress and anxiety, that influence them to use tobacco and/or
ATOD or engage in aggressive/violent behavior.
2. Helps students recognize external pressures, like peer attitudes/pressure and the media, that influence them to use
tobacco and ATOD or engage in aggressive/violent behavior.
3.

Develops personal, social, and/or refusal skills that help them deal with these pressures.

4.

Teaches that using tobacco and ATOD and/or engaging in aggressive/violent behavior is not the norm among
youth, even if they think, "everyone is doing it."

5.

Provides developmentally appropriate materials and activities.

6.

Includes information about the short and long term effects of tobacco and ATOD.

7.

Uses interactive techniques, such as role plays, discussion, brainstorming, and cooperative learning.

8.

Includes lessons for initial instruction and booster sessions for subsequent years in order to maintain skills and
learnings initially taught.
Includes reinforcement strategies for encouraging use of skills learned and making needed change in behavior and
attitudes toward use of tobacco, ATOD, and violence/aggression.

9.

10. Actively involves the family and the community.
i

11. Includes teacher training and support.
12. Includes materials that are culturally sensitive for students.
'sOF'sC' Annual Re-,v.rt 7001-'JOO'J
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One-time events will not be allowable expenditures for Title IV (SFSC funds in 2002-2003):
1. None
2. America Goes Back to School
3. Red Ribbon Week
4. Rock In Prevention
5. Drug-Free After Prom Party
6. Assemblies (Specify) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
7. Other (Specify) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

4all th at apply

Please indicate the number of school buildings at each level in your district that have a school-based building assistance/teacher
assistance (BAT) or student assistance (SAT) intervention team that meets to address concerns about students who are exhibiting
BAT
SAT
at-risk behaviors in the school setting.
1.

Elementary

2.

Middle School/Junior High

3.

High School

D. YOUTJI INVOLVEMENT:
Please indicate the ways that you involve youth in your prevention efforts.
4all that a I
1. No youth involvement
2. Membership on school improvement team
3. Participation in designing, critiquing, and implementing tobacco, ATOD, and/or violent prevention programming
4. Peer-to-peer mentoring
5. Service learning
6. Other (Specify) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
E. PARENTINVOLVEMENT:
Please indicate the type of parent/guardian education efforts that were part of your 2001-2002 program:
1. Publications ( e.g., school newsletters, outside brochures, etc.)
2. Meetings (e.g., school or district organized meetings to discuss specific prevention topics/issues)
3. Assemblies (e.g., schocfday programs attended by parents/guardians)
4. Workshops/courses (planned activities to share information and/or skills, e.g., Parent University)

5.

Strengthening Families

6.
7.

Parents Who Care
Other (Specify) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

4all th at app1y

Please indicate the types(s) of parent/guardian involvement that were part of your 2001-2002-prevention program. 4all t §a hI t
1. None
2. Served on our SDFSC Advisory Council
3. Assisted with prevention-related instruction or activities in the school (e.g., as instructors, mentors, etc.)
4. Participated in designing, critiquing, implementing tobacco, ATOD, and violent prevention policies/programming

F.

COMMUNITY INVOLVEMENT:
Please indicate the type(s) of community activities that were part of your 2001-2002 program that involved schools and one or
4all th at apply
more community agencies or organizations.
1. None
2. Joint service delivery, including referrals
3. Stafftraining
4. Public awareness activities
5.

Official agreement with law enforcement agency to share information and report violations of criminal law

6.
7.

Development of school crisis plans (including collaborations with law enforcement, the fire department, etc)
Fund raising

fnu.r~ n~n:u1mf"nt nf Ftinc-.:1tinn
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G. SAFE El'i'"VIRON~1ENT
Please indicate the action taken by your school(s) and/or district to ensure that the
school environment is supportive, safe, drug-free, and conducive to learning.
1. Establishment of a method for district-wide record keeping/tracking of infractions
of the district's tobacco, ATOD, and violent discipline policies
2.

Development of school-wide discipline plan(s)

3.

Staff training in de-escalation procedures (e.g., Mandt, C.P.l.)

4.

Development of classroom management plans that clearly delineates actions, roles
and responsibilities in a crisis situation
Development/Refinement of Crisis Plans for prevention and response to
emergency situations (bomb threats, incidents of violence, etc

5.

6.

Installation of metal detectors

7.

Installation of surveillance systems

8.

Employment of school liaison officer

9.

Other:
(Specify) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

4 a11 t hat
District

H. COORDINATION/INTEGRATION WITH OTHER PROGRAMS:
Please indicate the other programs in your district with which you have coordinated or
integrated efforts to prevent use of tobacco and ATOD, engagement in aggressive/
violent behavior and/or to provide a supportive, safe and drug-free learning environment.

Elem.

app1y

Middle

High
School

4all that apply
Coordinated
Integrated
(Cooperated
(includes braiding
without pooling
funding)
funding)

ESEA (Elementary and Secondary Education Act ) programs, e.g. Title I, IL etc.
Comprehensive School Improvement in general
Success4 in particular
After School Programming (e.g., Governor's Initiative or
At Risk
Comprehensive School Guidance
Comprehensive School Health
School-Based Youth Services
School-to-Work
Service Learning
11. Special Education programs and services
12. Other: (Specify)_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

IV.

DISTRICT POLICY
YES

NO

A Does your district have a district crisis plan?
B. Does your district have a policy for totally tobacco-free campuses? (If yes, skip to item D).
C.

Does your district have a policy for tobacco-free buildings only?

D. Does your district have a policy for drug-free campuses?
E.

Does your district have a gun-free schools policy?

SOJ;-S(' Ann11~1 R=rt 7001-700?
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V.
Nonpublic School Participation and Programming
(Complete this page if your district has any accredited non-public schools in it)

The following questions apply to non-public schools only.
A. NUMBER OF NONPUBLIC SCHOOLS THAT PROVIDED PREVENTION SERVICES:
Please indicate the number of nonpublic schools that were joint and/or separate participants with
your district in the 2001-2002 SDFSCA program and whose information is reported below.

Elem

Middle

High

B. NONPUBLIC SCHOOL STUDENTS SERVED: Please indicate the number of nonpublic school
students in your district who received services or participated in programs paid for whole or in
part with FY 2001-2002 SDFSC funds.

Elem.

Middle

High

YES

NO

Joint

Separate

(1n public

(lndepen-

C. Consultation was held with the nonpublic schools in our district to determine the type of participation for
their schools during 2001-2002.

D. Please indicate the type of participation by the nonpublic schools in your district:

None

hool Ian)

dent! )

E. TYPES OF PROGRAMS/SERVICES PROVIDED: Please indicate the type(s) of programs and services provided for or by
the nonpublic schools in your districts with their allotment ofSDFSC funds for 2001-2002.
4all th at app1y
l
I. Curriculum Development and Acquisition
2. Teacher and Staff Training
3. Student Instruction -Alcohol, Tobacco, and Other Drug (ATOD} Prevention
4. Student Instruction - Violence Prevention
5. Youth Leadership Groups/Training
6. Conflict Resolution/Peer Mediation
7. Mentoring Programs
8. Peer Counseling
9. Community Service Projects
10. Student Support Services (e.g., student assistance programs, B.A.T.s, counseling, identification and referral)
11. Alternative Education Programs
12. Before and After School Programs
13. Services for Out of School Youth
14. Special One-Time Events
15. Parent Education and Involvement
16. Security Equipment }
Combined are 20"/o or less of total expenditures
17. Security Personnel
18. Evaluation
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I. Annual Progress 2001-2002
The following questions apply to public schools only and must be com~leted by each school district (even if a district is a part of a consortium).
Evidence and Reporting of Effectiveness: Please indicate the results of your assessment of progress made toward achievement of your CSIP goals ..
A.

GOAL AREA:

I

Yi"'"'"

"""'1i®
(Student Change
Goal}

Years Covered by Goal(s)- Circle
the correct number)

I
2

I "&•

I """
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Directions: Please complete the following summary for Safe & Drug Free Schools. In the left column, identify each CSIP long range and annual Improvement goal for the
site that focuses on social, emotional, intellectual or behavioral development or a safe, supportive learning environment (culture/climate). In the middle column, identify the
indicator(sl (see attached definitions) that the site is using to measure success in meeting its goal(s). In the right hand columns, enter data sources and the actual data that
describes the level of progress toward meeting their goal(s).
·
Results (Record Actual Data)
Personal/Social or Safe,
Supportive Environment Goal(s}

lndicator(s)

Data Source(s)
Baseline

Current Level
(as measured in
2001-2002)

Does your district use assessment results to direct or influence your prevention effort?
Reporting to the Public: Does your district keep staff, students, parents, and the wider community informed of assessment results and
program progress and effectiveness?

Iowa Department of Education

l of6

% Change(+ or-)

YES

NO

YES

NO
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II.

Public School Participation

A. NUMBER OF SCHOOLS THAT PROVIDED PREVENTION SERVICES: On the top row,
please indicate the number of elementary, middle school/jr. high, and high schools in your district.
In the middle row, please write the number of those schools that provided prevention services to
students paid for in whole or in part with FY 2001-2002 SDFSC funds. In the bottom row,
write the number of students in the schools that provided prevention services to students paid for
in whole or in part with FY 2001-2002 SDFSC funds.

Elem.

Middle

High

B. SDFSC ADVISORY COMMITTEE: Please indicate the type and levels of involvement of your SDFSC Advisory Committee in
your district's prevention efforts.
None
Low
High
Med.
L

Providing input in the district's SDFSC grant application (i.e., CSIP)

2.

Disseminating information about the district's VffOBACCO/ATOD prevention
program.

3.

Advising the district in the implementation of programs, projects, and activities

4.

Reviewing program evaluations and making recommendations

III. Public School Programming
A. TYPES OF PROGRAMS/SERVICES PROVIDED: (Paid for whole or in part with FY 2001-2002 SDFSC funds and aligned
with Expenditures) Please take this information from your district's SDFSC budget page.
4all that apply
l
1. Curriculum Development and Acquisition
2. Teacher and Staff Training
3. Student Instruction- Alcohol, Tobacco, and Other Drug (ATOD) Prevention
4. Student Instruction - Violence Prevention
5. Youth Leadership Groupsffraining
6. Conflict Resolution/Peer Mediation
7. Mentoring Programs
8. Peer Counseling
9. Community Service Projects
10. Student Support Services (e.g., student assistance programs, B.A T.s, counseling, identification and referral)
11. Alternative Education Programs
12. Before and After School Programs
13. Services for Out of School Youth
14. Special One-Time Events
15. Parent Education and Involvement
16. Security Equipment }
Combined are 20% or less of total expenditures
I 7. Security Personnel
18. Evaluation
B. FRAMEWORKS FOR COMPREIIENSIVE PROGRAMMING: Please indicate what, if any, framework your district uses
to integrate your substance abuse and violence prevention efforts:
4what applies
I. None
2. America's Promise (5 Pom1ises)
3. Hawkins and Catalano's Risk and Protective Factors (Communities That Care)
4. Search Institute' s Assets
5. Success4 Critical Elements
6. Other:

?

of(.
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C. PROGRAM ELEI\.IENTS OF A COMPREHENSIVE PREVENTION PROGRAM :
Please indicate the tobacco and ATOD prevention curricula used by your district
as part of your comprehensive prevention program.

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Curricula
Used:
Please 4

Grade
Levels

4 a II that aoolv
FUNDING
SOURCE
SDFSC Other

None
All Stars
BABES (Beginning Alcohol/Addictions Basic Education)
DARE
Get Real About Tobacco
Here's Looking At You 2000
Learning to Live Drug-Free
Life Skills Training (Botvin)
Quest
Other:

Please indicate the violence prevention curricula used by your district as part of
your comprehensive prevention program.
1.

2.
3.
4.
5.
6.
7.
8..
9.
10.

Curricula
Used:
Please4

Grade
Levels

FUNDING
SOURCE
SDFSC Other

None
ART. (Aggression Replacement Training)
Character Education (Specify) _ _ _ _ _ _ _ _ _ _ _ _ __
Conflict Management Training (Specify) _ _ _ _ _ _ _ _ _ __
Conflict Resolution (Specify) _ _ _ _ _ _ _ _ _ _ _ __
Get Real About Violence
Second Step: A Violence Prevention Curriculum
Social Skills Training (Specify)._ _ _ _ _ _ _ _ _ _ _ __
Quest
Other:

Please indicate if the prevention curricula purchased and/or developed by your district address any of the
following areas:
'
4all that
a
,---'--L..L~
1. Helps students recognize internal pressures, like stress and anxiety, that influence them to use tobacco and/or
ATOD or engage in aggressive/violent behavior.
2. Helps students recognize external pressures, like peer attitudes/pressure and the media, that influence them to use
tobacco and ATOD or engage in aggressive/violent behavior.
3.

Develops personal, social, and/or refusal skills that help them deal with these pressures.

4.

Teaches that using tobacco and ATOD and/or engaging in aggressive/violent behavior is not the norm among
youth, even if they think, "everyone is doing it."

5.

Provides developmentally appropriate materials and activities.

6.

Includes information about the short and long term effects of tobacco and ATOD.

7.

Uses interactive techniques, such as role plays, discussion, brainstorming, and cooperative learning.

8.

Includes lessons for initial instruction and booster sessions for subsequent years in order to maintain skills and
learnings initially taught.
Includes reinforcement strategies for encouraging use of skills learned and making needed change in behavior and
attitudes toward use of tobacco, ATOD, and violence/aggression.

9.

10. Actively involves the family and the community.
11. Includes teacher training and support
12. Includes materials that are culturally sensitive for students.
'.\ of{.
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One-time events will not be allowable expenditures for Title IV (SFSC funds in 2002-2003):
l. None
2. America Goes Back to School
3. Red Ribbon Week
4. Rock In Prevention
5. Drug-Free Ailer Prom Party
6. Assemblies (Specify) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
7. Other (Specify) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

4all ti1at apply

Please indicate the number of school buildings at each level in your district that have a school-based building assistance/teacher
assistance (BAT) or student assistance (SAT) intervention team that meets to address concerns about students who are exhibiting
at-risk behaviors in the school setting.
BAT
SAT
1.

Elementary

2.

Middle School/Junior High

3.

High School

D. YOUTII INVOLVEMENT:
Please indicate the ways that you involve youth in your prevention efforts.
4all th at app1y
1. No youth involvement
2. Membership on school improvement team
3. Participation in designing, critiquing, and implementing tobacco, ATOD, and/or violent prevention programming
4. Peer-to-peer mentoring
5. Service learning
6. Other (Specify) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
E. PARENT INVOLVEMENT:
Please indicate the type of parent/guardian education efforts that were part of your 2001-2002 program:
1. Publications (e.g., school newsletters, outside brochures, etc.)
2. Meetings (e.g., school or district organized meetings to discuss specific prevention topics/issues)
3. Assemblies (e.g., school-day programs attended by parents/guardians)
4. Workshops/courses (planned activities to share information and/or skills, e.g., Parent University)
5. Strengthening Families
6.
7.

Parents Who Care
Other(Specify) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

Please indicate the types(s) of parent/guardian involvement that were part of your 2001-2002-prevention program. 4all t ~ahIt
1. None
2. Served on our SDFSC Advisory Council
3. Assisted with prevention-related instruction or activities in the school (e.g., as instructors, mentors, etc.)
4. Participated in designing, critiquing, implementing tobacco, ATOD, and violent prevention policies/programming

F. COMMUNITY INVOLVEMENT:
Please indicate the type(s) of community activities that were part of your 2001-2002 program that involved schools and one or
more community agencies or organizations.
4all that a I
1. None
2. Joint service delivery, including referrals
3.. Staff training
4. Public awareness activities
5.
6.
7.

Official agreement with law enforcement agency to share information and report violations of criminal law
Development of school crisis plans (including collaborations with law enforcement, the fire department, etc)
Fund raising

<I off>
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4aII tI1at app1y

G. SAFE ENVIRONMENT

Please indicate the action taken by your school(s) and/or district to ensure that the
school environment is supportive, safe, drug-free, and conducive to learning.
1. Establishment of a method for district-,'lide record keeping/tracking of infractions
of the district's tobacco, ATOD, and violent discipline policies
2.

Development of school-wide discipline plan(s)

3.

Staff training in de-escalation procedures (e.g., Mandt, C.P.l.)

4.

Development of classroom management plans that clearly delineates actions, roles
and responsibilities in a crisis situation
Development/Refinement of Crisis Plans for prevention and response to
emergency situations (bomb threats, incidents of violence, etc

5.
6.

District

Elem

Middle

High
School

Installation of metal detectors

7. ·~ Jnstallation of surveillance systems
8.

Employment of school liaison officer

9.

Other:
(Specify) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

H. COORD INATION/INTEGRATION WITil OTHER PROGRAMS:
Please indicate the other programs in your district with which you have coordinated or
integrated efforts to prevent use of tobacco and ATOD, engagement in aggressive/
violent behavior and/or to provide a supportive, safe and drug-free learning environment.
1.
2.
3.
4.

5.
6.
7.
8.
9.
10.
11.

12.

4all that apply
Coordinated
Integrated
(Cooperated
(includes
braiding
without pooling
funding)
funding)

ESEA (Elementary and Secondary Education Act) programs, e.g. Title I, IL etc.
Comprehensive School Improvement in general
Success4 in particular
After School Programming (e.g., Governor's Initiative or
At Risk
Comprehensive School Guidance
Comprehensive School Health
School-Based Youth Services
School-to-Work
Service Leaming
Special Education programs and services
Other: (Specify)_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

IV.

DISTRICT POLICY

YES
A.
B.
C.
D.
E.

NO

Does your district have a district crisis plan?
Does your district have a policy for totally tobacco-free campuses? (lfyes, skip to item D).
Does your district have a policy for tobacco-free buildings only?
Does your district have a policy for drug-free campuses?
Does your district have a gun-free schools policy?
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V.

Nonpublic School Participation and Programming

(Complete this page if your district has any accredited non-public schools in it)

The following questions apply to non-public schools only.
A. NillvIBER OF NONPUBLIC SCHOOLS THAT PROVIDED PREVENTION SERVICES:
Please indicate the number of nonpublic schools that were joint and/or separate participants with
your district in the 2001-2002 SDFSCA program and whose information is reported below.

Elem

Middle

High

B. NONPUBLIC SCHOOL STUDENTS SERVED: Please indicate the number of nonpublic school
students in your district who received services or participated in programs paid for whole or in
with FY 2001-2002 SDFSC funds .
part
.'---

Elem.

Middle

High

YES

NO

Joint

Separate

(In public

(lndepen-

C. Consultation was held with the nonpublic schools in our district to determine the type of participation for
their schools during 2001-2002.

D. Please indicate the type of participation by the nonpublic schools in your district:

None

hool Ian)

dent! )

E. 1YPES OF PROGRAMS/SERVICES PROVIDED: Please indicate the type(s) of programs and services provided for or by
the nonpublic schools in your districts with their allotment ofSDFSC funds for 2001-2002.
4all that app1y
1
1. Curriculum Development and Acquisition
2. Teacher and Staff Training
3. Student Instruction -Alcohol, Tobacco, and Other Drug (ATOD) Prevention
4. Student Instruction - Violence Prevention
S. Youth Leadership Groups/Training
6. Conflict Resolution/Peer Mediation
. 7. Mentoring Programs
8. Peer Counseling
9. Community Service Projects
10. Student Support Services (e.g., student assistance programs, B.AT.s, counseling, identification and referral)
11. Alternative Education Programs
12. Before and After School Programs
13. Services for Out of School Youth
14. Special One-Time Events
15. Parent Education and Involvement
16. Security Equipment }
Combined are 20% or less of total expenditures
17. Security Personnel
18. Evaluation
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